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Abstract  
Background: Breast cancer is still viewed as a lethal factor among all women worldwide. 
Palestine, MOH (2012) annual report indicated that breast cancer occupied first among all 
types of cancer cases and is considered as the highest among females, mainly between the 
ages of 20-59. Therefore, PMOH applied a national screening policy and other 
measurements on the ground in order to detect this disease at an early stage. However, 
there is lack of studies that pay attention to women’s knowledge, attitude and practice 
toward breast cancer and screening tests in Palestine.    
Aim/ objectives:  
The aim of this study is to assess women’s KAP toward breast cancer and screening tests, 
to identify the potential barriers deterring women from practicing breast cancer screening 
tests. 
Methods: A cross-sectional design is used in this study, in which quantitative and 
qualitative methods of data collection were used; the quantitative technique was composed 
of interviewer administrative structural questionnaire. While, focus group discussions were 
utilized in the qualitative method. 
A total of 341 randomly selected women were interviewed at 26 MOH clinics in four WB 
governances in 2013.Three FGDs were conducted in Hebron, Jenin and Ramallah. 
Frequency and percentage were used for the descriptive results, and Chi-square to 
investigate the relationship between dependent and independent variables.. 
Results:  341 women were available for final analysis, with a mean age of 33 years, (40%) 
had a Tawjihi education level, (86%) were married, (81.8%) considered breast cancer as 
the most prevalent cancer type among Palestinian women. Smoking (77.1%), age (69.8%) 
and genetics (65.9%) were the main known risk factors. A total of (96.5%) answered that 
detecting a lump is the main symptom of breast cancer. (91.8%) have known that BSE is 
an early detection method. Only (21.6%) of the respondents monthly performed BSE in the 
past 12 months. The main barrier is “I don’t have breast problems” (20.8%). (28.5%) had 
their breast examined by a healthcare provider. The main barrier in CBE performing was “I 
don’t have breast problems” (22%). (47.3%) had performed a mammogram above 40 years 
old. The main barrier of mammogram was “fear of detecting symptoms” (25.3%). (37.5%) 
have known that mammogram is free of charge in MOH/clinics. There was a statistically 
significant relationship between knowledge of breast cancer screening tests and level of 
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education, BSE (P<.0021), CBE (P<.0384). There was a statistically significant 
relationship between considering breast cancer screening tests as important to detect 
symptoms and the educational level, BSE (P<.0116), CBE (P<.0016), mammogram 
(P<.0287).  There was a statistically significant relationship between practicing and 
educational level; for BSE (P<.0258), while mammogram and educational level (P<.0134). 
The qualitative results showed that women consider breast cancer a dangerous disease 
among women, and is still a taboo subject driven by fear. Fear and anxiety drive women 
away from screening tests, while family history is considered the most popular risk factor 
for breast cancer. The women are well informed on breast cancer symptoms, and most 
believed in God for protection from this disease. 
 
Conclusion: Women attended MOH/clinic in four governances have a moderate level of 
knowledge about risk factors of breast cancer, and they have a positive attitude towards the 
importance of the screening tests as an early detection method, on the other hand, they 
have a poor practice of the breast cancer screening tests. The study indicated that there is 
an association between the demographic variables( age, education, income, occupation, 
marital status) and knowledge, attitude and practice toward breast cancer and screening 
tests. In Palestine, we are still in need of further research in the future that tackles cultural 
and social aspects in order to understand the poor practices of breast cancer screening tests. 
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ﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ ﻭﻁﺭﻕ ﺍﻝﻜﺸﻑ ﺍﻝﻤﺒﻜﺭ ﻋﻨـﻪ "ﺘﺠﺎﻫﺎﺕ ﻭﻤﻤﺎﺭﺴﺎﺕ ﺍﻝﻨﺴﺎﺀ ﺤﻭل ﺇﻤﻌﺭﻓﺔ ﻭ
ﻭﺠﻨﻴﻥ  ﺍﷲﺒﻴﻥ ﺍﻝﻨﺴﺎﺀ ﺍﻝﻤﺭﻀﻰ ﻓﻲ ﻋﻴﺎﺩﺍﺕ ﻭﺯﺍﺭﺓ ﺍﻝﺼﺤﺔ ﺍﻝﻔﻠﺴﻁﻴﻨﻴﺔ ﻓﻲ ﻤﻨﺎﻁﻕ ﺭﺍﻡ 
  ".ﻭﺍﻝﺨﻠﻴل
  
  ﻜﻔﺎﺡ ﻤﺜﻘﺎل ﻋﺒﺩ ﺍﷲ ﺒﻨﻲ ﻋﻭﺩﺓ: ﺇﻋﺩﺍﺩ ﺍﻝﻁﺎﻝﺒﺔ
  ﺍﻹﻤﺎﻡ ﻰﺃﺴﻤ. ﺩ: ﺇﺸﺭﺍﻑ
  
  ﺍﻝﺨﻼﺼﺔ
ﺎﻥ ﺍﻝﻤﺴﺒﺏ ﻝﻠﻤﻭﺕ ﺒﻴﻥ ﺍﻝﻨﺴﺎﺀ ﺤﻭل ﺍﻝﻌﺎﻝﻡ، ﺤﻴﺙ ﺃﺸﺎﺭ ﺍﻝﺘﻘﺭﻴﺭ ﺍﻝﺴﻨﻭﻱ ﻤﺎ ﺯﺍل ﻤﺭﺽ ﺍﻝﺴﺭﻁ :ﺍﻝﺨﻠﻔﻴﺔ
، ﺃﻥ ﻤﺭﺽ ﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ ﻤﺎ ﺯﺍل ﻴﺤﺘل ﺍﻝﻤﺭﺘﺒﺔ ﺍﻷﻭﻝﻰ ﺒـﻴﻥ 2102ﻝﻭﺯﺍﺭﺓ ﺍﻝﺼﺤﺔ ﺍﻝﻔﻠﺴﻁﻴﻨﻴﺔ ﻝﻌﺎﻡ 
  . ﺴﻨﺔ 95-92ﺍﻝﺤﺎﻻﺕ، ﻤﻘﺎﺭﻨﺔ ﺒﺄﻨﻭﺍﻉ ﺍﻝﺴﺭﻁﺎﻥ ﺍﻷﺨﺭﻯ، ﻭﻴﺘﺭﻜﺯ ﺍﻝﻤﺭﺽ ﻓﻲ ﺍﻝﻔﺌﺔ ﺍﻝﻌﻤﺭﻴﺔ ﻤﺎ ﺒﻴﻥ 
ﺍﻝﻔﻠﺴﻁﻴﻨﻴﺔ ﺒﺘﻁﺒﻴﻕ ﺴﻴﺎﺴﺔ ﻭﻁﻨﻴﺔ ﻝﻠﻜﺸﻑ ﺍﻝﻤﺒﻜـﺭ ﻋـﻥ ﺴـﺭﻁﺎﻥ ﺍﻝﺜـﺩﻱ،  ﻝﺫﺍ ﻗﺎﻤﺕ ﻭﺯﺍﺭﺓ ﺍﻝﺼﺤﺔ
ﺒﺎﻹﻀﺎﻓﺔ ﻝﺒﻌﺽ ﺍﻹﺠﺭﺍﺀﺍﺕ ﺍﻝﻭﻗﺎﺌﻴﺔ ﻋﻠﻰ ﺃﺭﺽ ﺍﻝﻭﺍﻗﻊ؛ ﺒﻬﺩﻑ ﺍﻝﻜﺸﻑ ﺍﻝﻤﺒﻜﺭ ﻋﻥ ﻫﺫﺍ ﺍﻝﺴﺭﻁﺎﻥ ﻓﻲ 
ﻤﺭﺤﻠﺘﻪ ﺍﻝﻤﺒﻜﺭﺓ، ﺇﻻ ﺃﻥ ﻤﺎ ﺯﺍل ﻫﻨﺎﻙ ﻗﻠﺔ ﻓﻲ ﺍﻝﺩﺭﺍﺴﺎﺕ ﺍﻝﺘﻲ ﺘـﻭﻝﻲ ﺍﻨﺘﺒﺎﻫـﺎﹰ ﻝﻤﻌﺭﻓـﺔ ﻭﺇﺘﺠﺎﻫـﺎﺕ 
  .ﺍﻝﺜﺩﻱ ﻭﻁﺭﻕ ﺍﻝﻜﺸﻑ ﺍﻝﻤﺒﻜﺭﺓ ﻓﻲ ﻓﻠﺴﻁﻴﻥ ﻭﻤﻤﺎﺭﺴﺎﺕ ﺍﻝﻨﺴﺎﺀ ﺤﻭل ﺴﺭﻁﺎﻥ
ﻫﻭ ﺘﻘﻴﻴﻡ ﻤﻌﺭﻓﺔ ﻭﺍﺘﺠﺎﻫﺎﺕ ﻭﻤﻤﺎﺭﺴﺎﺕ ﺍﻝﻨﺴﺎﺀ ﺤﻭل ﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ ﻭﻁﺭﻕ ﺍﻝﻜﺸـﻑ : ﻫﺩﻑ ﺍﻝﺩﺭﺍﺴﺔ
  .ﺍﻝﻤﺒﻜﺭ ﻋﻨﻪ، ﻭﺘﺤﺩﻴﺩ ﺍﻝﻌﻭﺍﻤل ﺍﻝﺘﻲ ﺘﻌﻴﻕ ﻤﻤﺎﺭﺴﺔ ﺍﻝﻨﺴﺎﺀ، ﻝﻁﺭﻕ ﺍﻝﻜﺸﻑ ﺍﻝﻤﺒﻜﺭ ﻋﻥ ﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ
ﻁﺒﻴﻕ ﺍﻝﻤﻨﻬﺞ ﺍﻝﻜﻤﻲ ﻭﺍﻝﻜﻴﻔﻲ، ﺤﻴﺙ ﺘـﻡ ﺘﻡ ﺍﺴﺘﺨﺩﺍﻡ ﺍﻝﻤﻘﻁﻊ ﺍﻝﻌﺭﻀﻲ ﻜﺈﻁﺎﺭ ﻝﻠﺩﺭﺍﺴﺔ ﻤﻊ ﺘ: ﺍﻝﻤﻨﻬﺠﻴﺔ
ﺍﺴﺘﺨﺩﺍﻡ ﺍﻹﺴﺘﻤﺎﺭﺓ ﻓﻲ ﺍﻝﻤﻨﻬﺞ ﺍﻝﻜﻤﻲ ﻤﻥ ﺨﻼل ﺘﻌﺒﺌﺔ ﺍﻹﺴﺘﻤﺎﺭﺓ ﻤﻥ ﻗﺒل ﺍﻝﺒﺎﺤـﺙ ﻤـﻊ ﺍﻝﻤﺒﺤـﻭﺙ، 
  .ﻓﻲ ﺍﻝﻤﻨﻬﺞ ﺍﻝﻜﻴﻔﻲ (ﺍﻝﻤﺠﻤﻭﻋﺔ ﺍﻝﺒﺅﺭﻴﺔ) ﻭﺍﺴﺘﺨﺩﺍﻡ ﻤﺠﻤﻭﻋﺔ ﺍﻝﻨﻘﺎﺵ ﺍﻝﻤﻌﻤﻘﺔ
ﺭﺒﻊ ﻤﺤﺎﻓﻅـﺎﺕ ﻋﻴﺎﺩﺓ ﺤﻜﻭﻤﻴﺔ، ﻓﻲ ﺃ 62ﺴﻴﺩﺓ، ﺒﺸﻜل ﻋﺸﻭﺍﺌﻲ ﻤﻥ  093، ﺘﻡ ﺃﺨﺘﻴﺎﺭ 3102ﻓﻲ ﻋﺎﻡ 
، ﻭﺜﻼﺙ ﻤﺠﻤﻭﻋﺎﺕ ﻨﻘﺎﺵ ﻤﻌﻤﻘـﺔ ﻓـﻲ (ﺠﻨﻴﻥ  ،ﺭﺍﻡ ﺍﻝﻠﺔ ﺠﻨﻭﺏ ﺍﻝﺨﻠﻴل، ،ﺍﻝﺨﻠﻴل) ﻓﻲ ﺍﻝﻀﻔﺔ ﺍﻝﻐﺭﺒﻴﺔ
ﺘﻡ ﺍﺴﺘﺨﺩﺍﻡ ﺍﻝﻨﺴﺏ ﻭﺍﻝﺘﻜﺭﺍﺭ ﻓﻲ ﻭﺼـﻑ ﺍﻝﺒﻴﺎﻨـﺎﺕ، (. ﺍﻝﺨﻠﻴل ﺠﻨﻴﻥ، ﺭﺍﻡ ﺍﷲ،) ﺜﻼﺜﺔ ﻤﺩﻥ ﻓﻠﺴﻁﻴﻨﻴﺔ
  .ﺔ ﻭﺍﻝﻤﺴﺘﻘﻠﺔﻓﻲ ﻓﺤﺹ ﺍﻝﻌﻼﻗﺔ ﻭﺍﻹﺭﺘﺒﺎﻁ ﻤﺎ ﺒﻴﻥ ﺍﻝﻤﺘﻐﻴﺭﺍﺕ ﺍﻝﺘﺎﺒﻌ" ﻜﺎﻱ"ﻭﺍﺴﺘﺨﺩﺍﻡ ﻤﺭﺒﻊ 
. ﺴـﻨﺔ  33ﺴﻴﺩﺓ ﺍﺴﺘﺠﺎﺒﺕ ﻝﺘﻌﺒﺌﺔ ﺍﻹﺴﺘﻤﺎﺭﺓ، ﺤﻴﺙ ﻜﺎﻥ ﻤﺘﻭﺴﻁ ﺍﻝﻌﻤـﺭ ﻝﻠﻤﺸـﺎﺭﻜﺎﺕ  143 :ﺍﻝﻨﺘﺎﺌﺞ
ﻴﻌﺘﺒـﺭﻥ ﺍﻥ  %(8.18)، ﻤـﻨﻬﻡ ﻤﺘﺯﻭﺠـﺎﺕ  %(68)ﻤﻨﻬﻡ ﺤﺼﻠﺕ ﻋﻠﻰ ﺸﻬﺎﺩﺓ ﺍﻝﺘﻭﺠﻴﻬﻲ،  )%04(
 ﺍﻝﻨﺴﺎﺀﻤﻥ  ،%(1.77) ﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ ﻫﻭ ﺴﺭﻁﺎﻥ ﺸﺎﺌﻊ ﺒﻴﻥ ﺍﻝﻨﺴﺎﺀ ﻓﻲ ﻓﻠﺴﻁﻴﻥ، ﺃﻅﻬﺭﺕ ﺍﻝﻨﺘﺎﺌﺞ ﺃﻥ
ﻴﻌﺭﻓﻥ  %(8.96)ﻋﺎﻤل ﻤﻥ ﻋﻭﺍﻤل ﺍﻝﺨﻁﺭ ﺍﻝﻤﺘﺴﺒﺏ ﻓﻲ ﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ، ﺒﻴﻨﻤﺎ  ﺍﻝﺘﺩﺨﻴﻥ ﻫﻭﺃﻥ  ﻴﻌﺭﻓﻥ
ﻴﻌﺭﻓﻥ ﺃﻥ ﺍﻝﻌﺎﻤل ﺍﻝـﻭﺭﺍﺜﻲ ﻫـﻭ  %(9.56)ﺃﻥ ﺍﻝﺘﻘﺩﻡ ﻓﻲ ﺍﻝﻌﻤﺭ ﻫﻭ ﺍﻝﻌﺎﻤل ﺍﻝﻤﺴﺒﺏ ﻝﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ، 
  IV
ﻝﺩﻴﻬﻥ ﻤﻌﺭﻓﺔ ﺃﻥ ﻅﻬﻭﺭ ﻜﺘﻠﺔ، ﻫﻭ ﺃﺤﺩ ﺃﻋﺭﺍﺽ ﺍﻷﺼﺎﺒﺔ ﻓﻲ  %(5.69). ﺍﻝﻤﺴﺒﺏ ﻓﻲ ﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ
ﻝﺩﻴﻬﻥ ﻤﻌﺭﻓﺔ ﺃﻥ ﺍﻝﻔﺤﺹ ﺍﻝﺫﺍﺘﻲ ﻝﺜﺩﻱ ﻫﻭ ﺃﺤﺩ ﺍﻝﻁﺭﻕ ﺍﻝﻜﺸﻑ ﻋﻥ ﺴﺭﻁﺎﻥ  %(8.19). ﺍﻝﺜﺩﻱ ﺴﺭﻁﺎﻥ
  .ﺍﻝﺜﺩﻱ
ﻤﻥ ﺍﻝﻤﺸﺎﺭﻜﺎﺕ ﺃﻜﺩﻥ ﺃﻨﻬﻥ ﻤﺎﺭﺴﻥ ﺍﻝﻔﺤﺹ ﺍﻝﺫﺍﺘﻲ ﺒﺸﻜل ﻤﻨﺘﻅﻡ ﻭﺸﻬﺭﻱ ﺍﻝﻌﺎﻡ ﺍﻝﻤﺎﻀـﻲ،  %(6.12)
ﻴﻭﺠﺩ ﻤﺸﺎﻜل ﻋﻨﺩﻱ ﻓﻲ  ﻻ"ﺍﻝﺜﺩﻱ، ﻫﻭ  ﺍﻝﻔﺤﺹ ﺍﻝﺫﺍﺘﻲ ﻝﺴﺭﻁﺎﻥ ﻭﺃﻫﻡ ﺴﺒﺏ ﻴﻌﻴﻕ ﺍﻝﻨﺴﺎﺀ ﻋﻥ ﻤﻤﺎﺭﺴﺔ
  %(.8.02) ﺍﻝﺜﺩﻱ
" ﺇﻜﻠﻴﻨﻴﻜـﻲ "ﻤﻥ ﺍﻝﻨﺴﺎﺀ ﺘﻡ ﻓﺤﺼﻬﻥ ﻤﻥ ﻗﺒل ﺃﺤﺩ ﻤﻘﺩﻤﻲ ﺍﻝﺨﺩﻤﺔ ﺍﻝﺼـﺤﻴﺔ ﻓﺤـﺹ  %(5.82) ﺒﻴﻨﻤﺎ
ﻻ "ﻭﻴﻌﺘﺒﺭ ﺃﻫﻡ ﺴﺒﺏ ﻝﻌﺩﻡ ﺍﻝﻔﺤﺹ ﺍﻝﺜﺩﻱ ﻤﻥ ﻗﺒل ﺍﻝﻁﺒﻴﺏ، ﻜﻤﺎ ﺃﺸﺎﺭﺕ ﺍﻝﺩﺭﺍﺴﺔ ﻫـﻭ  ﻝﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ،
ﻓـﻭﻕ ﺴـﻥ  "ﺍﻝﻤـﺎﻤﻭﻏﺭﺍﻡ "ﻗﺎﻤﺕ ﺒﻌﻤل ﻓﺤـﺹ  %(3.74). %(.22)ﻴﻭﺠﺩ ﻤﺸﻜﻠﺔ ﻋﻨﺩﻱ ﻓﻲ ﺍﻝﺜﺩﻱ
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Chapter one 
 
1. Introduction  
 
This chapter presents an overview of types and symptoms of breast cancer, facts and 
figures worldwide, incidence of breast cancer, and risk factors. Besides  theoretical basis of  
screening and screening approaches are also presented .It also covers study problem 
,purpose ,justification an limitations.  
1.1  Breast Cancer/ Occurrence and types  
 
The breast is made up of lobules; it is mainly a gland that functions for milk production, 
through tiny ducts which are tiny tubes that transport milk from the lobule to the nipple. 
There is also a fatty tissue called stroma which connects blood vessels and tissue that 
surround the lobules and ducts (America Cancer Society, 2012).The normal cells divide, 
grow and die in regular process, to be replaced by new cells but the process with cancer is  
different; in a cancer cell, the dying cells continue growing and form new cells which is 
abnormal in growing. Cancer cell has the capability to invade other cells, the invasion is a 
result as the damage of DNA which is the director of the action. (American Cancer 
Society,2012; Canadian  Breast cancer Network, 2012). 
 
Breast cancer is mostly occurring in the ductal tissue which is called ductal carcinoma. 
Some occurs in the lobule and is called lobule carcinoma or lobular neoplasia, the cancer in 
these cells can come very close to becoming cured but  if the cancer cells invade the lymph 
node, this means  the chances to spread to blood  stream and  metastasis to other body 
organs increases (American Cancer Society, 2009; American Cancer Society,  2012). 
 
1.2 Symptoms of breast cancer 
 
 The main symptoms of breast cancer are as following; a hard lump developing in the 
breast; typically painless and occurring on one side only, a change in the size or shape of 
the breast changes in the skin such as dimpling, wrinkle, redness changes in the nipple 
such as the secretion of unusual discharge or a rash around the nipple area (American 
Cancer Society, .2012.; National Cancer Institute.2011). 
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1.3  Breast cancer / Facts and Figures World Wide 
 
Breast cancer is still one of the main global health problems among women. It is 
considered as the most frequent diagnosed cancer that increases women’s death. The 
cancer that is most commonly diagnosed is breast cancer and the chief cause of cancer 
death amongst females accounting for 23% of the total cancer cases and 14% of the cancer 
deaths (Jemal et al., 2011). 
 
Around1.6 million cases of breast cancer were diagnosed among women around the world 
in 2010, and 425,000 women around the world died from the disease in 2010 (American 
Cancer Society, 2011; (Institute for Health Metrics and Evaluation, 2011). 
 
Breast cancer is the most frequent cancer among women in developing and developed 
countries, it is considered to be the leading cause of death, in 2000; breast cancer estimated 
cases were 189,000 deaths in developed countries and 184,000 deaths in developing 
countries, the estimate percentage12%, correspondingly, of all cancer deaths in women 
(http://www.path.org/resources/pub_outlook.htm,2002). 
 
In the United States, it is the most common cancer among American women, it is estimated 
that one of eight women will develop an invasive breast cancer case, (as a rate of 12% 
from total women in America). The total cases that were expected to be diagnosed were 
around 226, 870 new cases of invasive breast cancer. The projected cases that will die from 
invasive cancer are around 39,510 women (American Cancer Society, 2012). The National 
Cancer Institute (NCI) estimated that in the United States, 288,000 women and 2,140 men 
developed invasive cancer and in situ breast cancer in 2011(NCI, 2011) and 39,520 women 
and 450 men died from the disease while another statistic from the national institute for 
prevention indicated that 210,203 were diagnosed with breast cancer and 40,589 of women 
died due to the breast cancer (CDC, 2012). 
 
In Europe, breast cancer is the main cancer that affected women and cause of death. The 
number of cases is estimated at 130,000, breast cancer is considered to be the main cause 
responsible of new cases in Europe; it is estimated about 26.5%, and constitutes 17.5% 
from the total of cancer types that cause death among women (Aareleid et al., 2010). 
In West Africa, breast cancer is the attributed cause of death among women, mostly 30,000 
new cases in 2008 and more than 16,000 deaths (Journal of Cancer Epidemiology, 2012). 
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Also breast cancer is the number one cause of death for black women in North Africa 
According to the National Cancer Registry, 2003 (Herbs,  2011).  
 
In Malaysia, the breast cancer is considered to be one of the most wide spread cancer 
among women. The National Cancer Registry indicated that about (3,525) cases have been 
registered among women in 2006, constituting therefore a percentage of 16.5% out of the 
cancers rate in Malaysia (Zavare, 2011). 
 
 In Arab countries, breast cancer is also the fatal disease among women while most 
affected cases within the young age below 50,the median age is  49-52, this contrasts, the 
median age in industrial countries which is 63 (El Saghir et al., 2007). In Egypt, breast 
cancer is one of the most common cancers that affect women and occupies the top of the 
list of cancer types, accounting for 18.3 % of the total of cancer cases (Samah, et al.,  
2012). And breast cancer represents 37% of all female cancers, as reported by the 
country’s national cancer institute’s hospital-based register (Boulos, 2005 in Ismail 2013). 
In Jordan, breast cancer is the diagnosed cancer type that affects female and constitutes 
34.8% from the total female cancer (Tarawneh et al., 2011). In Lebanon, breast cancer 
accounts for one third of all cancer types and most cases affected women under the age of 
50 which constitutes 49 % of all cases (. El Saghir. & Fady, 2002).  In Saudi Arabia, breast 
cancer accounts for 19.8% among females (Hamdan et al., 2005; Ibrahim et al, 2004). 
Studies in Saudi Arabia found that only (932) cases of breast cancer were diagnosed in 
2002 indicating that no national program for breast cancer screening was available at that 
time.(National Cancer Registry ,  2004 in Ibrahim,  2010). 
 
In Israel ,according to Israeli Cancer Association 500 women are diagnosed with breast 
cancer per a year and about 900 die of the disease.(Israeli Breast Cancer Association, 
2013).Mortality rate among Arab Women in Israel is  11.9 per 100,000 in 2010,While 
mortality rate among Jewish women 17.1 per 100,000 in 2010 (Israeli Breast Cancer 
Association, 2013) 
 
In Palestine, the MOH indicated in 2012 annual report, that breast cancer has occupied the 
first of ten reported cancer cases, and was considered the first cancer affecting women, 
with 292 cases registered in 2012. Breast cancer was highest among the age group of 20 -
59 years (MOH, 2012) and the mortality rate from breast cancer was (13.7%), (MOH, 
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2012). 
 
1.4  Incidence of breast cancer 
 
Kramer described incidence as the number of new cases of a disease occurring within a 
specific period of time. Prevalence is defined as the number of cases of a disease present in 
a population group as of a specified interval of time (i.e., the number of cases existing at 
the start of an interval plus the new cases developing during the interval) (Kraemer et al., 
1997). 
 
National Cancer Institute indicated in the final report online 2012 that from 1999 to 2005, 
breast cancer incidence rates in the U.S. decreased by about 2% per year. In 2012, the 
incidence of breast cancer in USA is shown in the following table (1) (National Cancer 
Institute modified on October 30, 2012 at 5:09 am): 
 
On January 1, 2009, in the United States there were approximately 2,747,459 women alive 
who had a history of breast cancer. This includes any person alive on January 1, 2009 who 
had been diagnosed with breast cancer at any point prior to January 1, 2009 and includes 
persons with active disease and those who are cured of their disease (National cancer 
institute, 2011). 
 
Canada 
In Canada, the new cases were estimated by sex and age applying age-standardized 
incidence rates in   2011.The breast cancer incidence according to the sex (male and 
female; female 23,400 cases per 100,000, the incidence of cancer among females was  102 
more than for the males (Canadian cancer statistician 2011)). Breast cancer incidence rates 
rose from 1982 through the early 1990s, in part because of increased applied 
mammography screening (Canadian cancer statistician, 2011). 
Ireland  
Cancer incidence is expected to increase by 45% between the years of 2010-2020, and by 
110% between 2010 and 2030 (National Cancer Registry, 2008) mainly due to population 
ageing. In Ireland, as in other countries, survival from cancer is increasing slowly, but 
steadily (Comber &Walsh, 2008). Statistical data from the National Cancer Registry of 
Ireland (NCRI) suggest that there are more than 134,000 people living with a diagnosis of 
cancer in Ireland: 59,500 men and 75,000 women, in 2010, and there were 49,961 new 
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cases of breast cancer in the UK (49, 5%). In women, the crude incidence rate shows that 
there are 157 new breast cancer cases for every 100,000 females in the UK, and in the last 
ten years, female breast cancer incidence rates in the UK have increased by 6% (Cancer 
research UK, 2010). 
 
Middle East/Arab Countries 
In Arab countries, there is an average of 25 per 100,000 incidence rate with approximately 
80,000 new cases annually (Saghir.et.al 2006). Breast cancer is the most frequent cancer in 
Jordan; composing of 20 % of the total cancer cases and 22 % of the cancer deaths. The 
age standardized incidence rate of breast cancer increased from 29/100,000 in 1996 to 
50/100,000 in 2008. Breast cancer includes 37% of all female cancer cases in Jordan and 
the highest incidence is seen in women aged 40–49 years (Jordan Ministry of Health, 
2008). 
In Turkey, the incidence rate for breast cancer is 7.32/100,000 according to hospital based 
data for the year 1999 (Ministry of Health of Turkey, 2002). 
 
 Palestine  
According to MOH annual report 2012, the cancer incidence rate was (74.0) per 100,000 of 
population.  
 According to the statistics of Cancer Registry Center in Gaza, the incidence rate of breast 
cancer is 60/100,000, deeming breast cancer the most prevalent type of cancer among 
females (31%) (Abdeen, 2006).   
1.5 Risk Factors  
 
According to American Cancer Society (ACS) 2012, risk factor is anything that affects the 
probability of getting a disease. Risk factor is defined as the probability that a particular 
outcome will occur following a particular exposure (dictionary of epidemiology, 4th 
edition, 2001).It is also an attribute of personal behavior or lifestyle, an environmental 
exposure, or an inborn or inherited characteristic which on the basis of epidemiological 
evidence is known to be associated with health related conditions considered important to 
prevent (A dictionary of epidemiology, 4th edition. New York, 2001). 
 
American Cancer Society and other institutions that deal with cancer issues recommended 
a list of risk factors that are related in affecting the breast cancer, such as, age, reproductive 
factors, nutrition, life style (American Cancer Society, 2012). 
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1.5.1 Age 
 
The risk of breast cancer increases mostly in women of advanced age. 1 out of 8 from the 
invasive breast cancer is among the age above 45, while 2 of 3 from the invasive cases are 
among the age above 55 (American Cancer Society, 2012). 97% of cases have occurred in 
women older than 40, however the highest percentage of occurrence is for the age group of 
75 -97, since 2004 to 2008 the median age was 61 year old among women (American 
Cancer Society, 2012).  
 (Table 1.1); Percentage of U.S women who develop breast cancer throughout three 
different intervals 10,20 and 30 years according to their current age, 2005 – 2007 is 
illustrated below in table (1.1): 
 
Current Age 10 Years 20 Years 30 Years 
30 0.43 1.86 4.13 
40 1.45 3.75 6.87 
50 2.38 5.60 8.66 
60 3.45 6.71 8.65 
  Source (American Cancer Society, 2008). 
 
The Center for Disease, Control and Prevention (CDC) indicated that 3.45% of women 
who are now 60 years old will be affected by  breast cancer sometime during the next 10 
years, this means , 3 or 4 out of every 100 women who are 60 years old today will have 
breast cancer by the age of 70, (CDC,2012). In addition, the National Screening in New 
Zealand recommended that women over 40 years old should be 'breast aware'. Breast 
cancer foundations also stressed the same, indicating that all women, especially those over 
the age of 40 years old, should be aware of any changes occurring to the breast so as to 
enable them to have an early consultation from any doctor without any delay (Elmore et 
al., 2005). In Arab countries, breast cancer is also the fatal disease among women while 
most affected cases within the young age below 50,the median age is  49-52, this contrasts, 
the median age in industrial countries which is 63 (El Saghir et al., 2007), in Palestine 
breast cancer affected mainly the women between the age of 20-59(MOH, 2012),while in 
Saudi Arabia involved women affected by invasive breast cancer  showed that 82% of the 
women were under 50 years old (Alam, 2006).). In study conducted among patients 
women in North of Palestine  attended Alwatni –hospital applied case control design 
indicated that in this case-control study among 140 cancer patients participants 60.7% were 
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below 50 years old(Darweesh& Hussein,  2009) 
 
1.5.2 Genetic factors 
 
Around 5% to 10% of breast cancer cases are considered to be inherited, due to mutation in 
gene defects (American Cancer Society, 2012). A study showed that inherited genes 
responsible for causing disease are, BRCA1 or BRCA2 mutations, this form is only about 
15-20% of familial breast cancers (Rahman, 2008). 
1.5.3 Personal history of breast cancer 
 
Breast cancer risk is higher among women who are close relatives (first-degree) who had 
breast cancer (mother, sister, or daughter) (American Cancer Society, 2012). In study in 
Najah National university used case control method among women patients  in the North 
of Palestine attend Al-Watani hospital indicated that family history is strong risk factors 
with percentage 69.7% among the cases( Darweesh & Hussein,  2009) 
1.5.4 Reproductive Factors 
 
One of the most well-known risk factors for breast cancer is a woman’s long exposure to 
estrogen; women who have had menstruation earlier than the age of 12 and/or went 
through menopause later (after age 55) have little higher risk of breast cancer. The increase 
in risk may be owing to a longer lifetime exposure to the hormones estrogen and 
progesterone (American Cancer Society, 2012). Moreover, late age at first childbirth and 
exogenous hormones are all considered important reproductive factors for induced 
effecting breast cancer in women? (IARC, 2008, Lacey, et al., 2009).  
 
In a study conducted for Swedish women follow up, 640 Swedish women who were 50 to 
74 years old and had postmenopausal breast cancer during 1993 to 1995 until December 
2000, indicated that age at menarche has vital collision on breast cancer (Orgéas, et al., 
2008). Another study indicated that estrogen stimulates breast cancer cells (Dumitrescu, 
Cotarla, 2005) 
 
1.5.5 Having children  
 
Having children decreases the opportunity of estrogen exposure which will reduce 
exposing the breast to cancer risk. A study indicated that each pregnancy is likely to 
decrease breast cancer risk by 7-20%. This is because the ovaries during pregnancy are not 
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producing estrogen (Russo et al., 2005). 
 
1.5.6 Breastfeeding  
 
Women who practice breastfeeding are slightly less at risk to have breast cancer, especially 
if it is continuous for 1½ to 2 years (ACS, 2012). Studies pointed that the longer the breast 
feeding, the more likely it will reduce being affected by breast cancer with a 4.3% for 
every 12 months (Nielsen, 2005; Collaborative Group on Hormonal Factors in Breast 
Cancer, 2002). While in one study, eating vegetables and fruits, higher quality of food with 
low fat and longer period of breast feeding have been recognized as factors that reduce the 
risk of having breast cancer (Dumitrescu & Shields, 2005). 
1.5.7 Birth control; oral contraceptive use 
 
The women who have used the oral contraceptive, (birth control) have slightly more risk of 
breast cancer than women who have not use used them (American Cancer Society, 2012) 
because the contraceptive pill that contains female hormones was found to slightly increase 
the woman’s breast Cancer risk (Greiser & Doeven, 2005; Nielsen, 2005). 
1.5.8 Hormone therapy after menopause 
 
Several studies indicated that post-menopausal use of Hormone Replacement Therapy 
(HRT) is one risk factor that increases the opportunities to be affected by breast cancer 
among women (Greiser & Doeven, 2005; Nielsen etal., 2005). In clinical trials conducted 
analysis for the ingredient of postmenopausal treatment, found that it increase the risk of 
breast cancer (Cornell University Program on Breast, 2002). 
 
1.5.9 Physical activity 
 
Women who practice physical activity regularly as 1¼ to 2½ hours per week of quick 
walking reduced a woman's risk by 18%. Walking 10 hours a week reduced the risk a little 
more (American Cancer Society, 2012). A study indicates strong evidence that women 
who are physically active reduce their chances by 70% of being affected with breast cancer 
(Koffman, et al.2005).A case control study of 835 women was conducted to explore if 
there is an association between family history, reproductive, anthropometric, lifestyle 
factors and risk of breast cancer according to menopausal status. The result indicated that 
physical activity is one of the protective factors that were observed among both pre- and 
post-menopausal women (Kruk, 2007). 
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1.5.10 Alcohol 
 
Consumption of alcohol is clearly related to an increased risk of developing breast cancer, 
but the risk of developing breast cancer correlates with the amount of alcohol consumed. In 
USA about 14,000 women are yearly diagnosed with breast cancer attributed to alcohol 
consumption (Tseng, et al., 1999). Another study indicated that increased alcohol 
consumption was directly correlated with a moderately increased risk of breast cancer 
regardless of the woman menopausal status was not considered (Petriet, et al., 2004). 
Another study found that the amount of alcohol consumption raises the risk of being 
affected by breast cancer, 35–44 g/day, and increased the risk of 1.46 (95% CI, 1.33–1.61) 
with a consumption of 44 g/day, in contrast with women with no alcohol consumption.        
( Hamajima K, et al., 2002). Another research had shown that 8.8% of women who desist 
from alcohol develop breast cancer by the time they are 80 years old, but those women 
who drank between 2-4 units/day have the chance of developing breast cancer by 10.1% 
and 11.6% correspondingly by the time they are 80 years old (Collaborative Group, 2002). 
 
1.5.11 Being Overweight or Obese 
 
The weight of women after menopause in general increases because before the stage of 
menopause, the ovaries produce most of estrogen, and fat tissue secretes a small amount of 
estrogen, but after menopause (when the ovaries stop making estrogen), most of a woman's 
estrogen is produced from fat tissue, so having more fat tissue after menopause can 
increase the opportunity of getting breast cancer by raising estrogen levels. (American 
Cancer Society, 2012). Being overweight are risk factors for breast cancer in women who 
have gone through the menopause (International Agency for Research on Cancer (IARC, 
2002). 
 
1.5.12 Tobacco/ Smoke 
 
Some studies have brought that smoking might increase the risk of breast cancer, the 
increased risk appears to affect certain groups, as women who began smoking when they 
were young (the International Agency for Research, 2009). In a cohort study which 
investigated the effect of smoking in breast cancer, by enrolling 102,098women, whom 
started smoking when they were teenagers, the women’s ages ranged between 30 and 50 
years, the result indicated that women who started smoking as teenagers and continued to 
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smoke for at least 20 years may increase their breast cancer risk (Inger et al., 2011). Other 
studies that conducted stressed that 21% of all breast cancer deaths worldwide are mostly 
due to alcohol use, overweight, obesity, and physical inactivity. The death percentage was 
higher in high-income countries (27%), and the most important attributable factor was 
being overweight and obesity, while in low and middle-income countries physical 
inactivity is the most attributable risk factor, and the percentage of death is (18%) making 
this determinant the most important of these risk factors (Peto, 2001). 
 
1.6 Theoretical basis of screening 
 
The major international health organizations are in consensus regarding the goal and 
definition of screening approach. The IARC, the Institute of Public Health of the Republic 
of Slovenia and the American Cancer Society define screening as being intended for all 
people, in an identified target population, who do not have symptoms of the disease or 
condition in order to detect any disease earlier than otherwise might have occurred by 
using this type of preventative approach intended to reduce the rates of mortality, 
morbidity, and the size of the disease in the community of any targeted disease by using an 
approach that any disease get diagnosed. Another purpose which deems screening as a 
recognized vital and effective tool is its economical aspect, by decreasing expenses thus 
leading to better quality of life. (Institute of Public Health of the Republic of Slovenia, 
2008; International Agency for Research, (IARC 2001). 
 
The stakeholders and targeted communities must be made aware of the fact that the 
screening test does not provide a promise that the disease will cease or not occur, or if it 
occurs, that it can be cured. A success’ screening test selects people who are at increased 
likelihood of having the condition and who require further investigation to determine 
whether or not they have the disease or condition. There should be community consensus 
that the benefits of screening justify the expense of screening (International Agency for 
Research on Cancer (IARC), 1999). 
 
1.6.1 Screening approaches 
 
There are three approaches to screening for breast cancer; two of them use palpation of the 
breast, which are clinical breast examinations (CBE). And breast self-examination. The 
third screening method, mammography, uses x-rays to detect tumors and abnormality in 
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the breast (American Cancer Society, 2012). 
 
Many health organizations set recommendations of procedures to protect women from 
being vulnerable to breast cancer. The American Cancer Society report of 2010 stated that 
women in their 20s and 30s should conduct clinical breast exam (CBE) by a health 
professional, and preferably every three years. However, the ACS considered conducting 
breast cancer self-examination as being optional at such age.  For women of the age 40 and 
above the society recommended that they should undergo an annual mammogram 
screening. Yet after the age of 40 and above, women are supposed to perform an annual 
regular clinical breast examination (ACS report, 2011). 
 
In addition, the National Screening in New Zealand recommended that women over 40 
should be 'breast aware'. Breast cancer foundations also stressed the same, indicating that 
all women, especially those over the age of 40, should be aware of any changes occurring 
to the breast so as to enable them to have an early consultation from specialized physicians 
or highly qualified health care providers without any delay (Elmore et al., 2005). 
 
The U.S. Preventive Services Task Force (USPSTF) recommend screening mammography, 
with or without clinical breast examination (CBE), every 1 to 2 years for women aged 40 
and older (Task Force,2002). 
However, the National Cancer Institution recommended that in the case of women who 
have a genetic history of breast cancer, screening should begin before the age of 40 (The 
American Cancer Institute, 2010). 
 
1.6.2 Breast self-examination (BSE) 
 
 Is a breast screening modality where a woman regularly inspects her breasts, visually by 
sight and manually by touch and palpation, in order to detect changes over time? Its 
proponents argued that BSE was an ideal screening technique not only is it simple, 
inexpensive, and low-tech, but it also encourages women to take an active part in their own 
health care.  
 
BSE has been formal and widely promoted by cancer organizations around the world, and 
the research about the amount of effectiveness is still in debate, there are insufficient data 
or research evidences that performing regular SBE reduce mortality (Miller et al., 2002).  
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A study conducted in Shanghai between 1989- 2000 to assess whether an educational 
program about breast self-examination instructions would contribute in decreasing the 
breast cancer death rate among women. The study randomly targeted women from 519 
factories, divided the women into a control group and an experimental group. The 
experimental group received BSE instructions followed by reinforcement sessions for three 
years and the women practiced BSE once every month alone. Moreover, the women 
practiced BSE with medical supervision every 6 months for a period of 5 years. These 
women were checked through December 2000 for mortality from breast cancer by 
applying Cox proportional hazards in order to investigate cumulative risk ratios of dying 
from breast cancer. This study’s results showed that the percentage of mortality among the 
experimental group was 135 women, and 131 among the control group. Thus, there was no 
association between intensive BSE instructions and reducing mortality from breast cancer. 
Moreover, it is unlikely to reduce mortality from breast cancer with programs to encourage 
BSE in the absence of mammography (Thomas, 2002). 
 
1.6.3 CBE 
 
The efficiency of CBE depends totally on health workers’ skills; it is important to use 
established training strategies and standardized techniques Barton (Miller, et al.,2001; 
National Cancer Institute. 2000).   
 
The role of this technique is to inspect women’s breasts for lumps and other symptoms of 
cancer. In this test the health providers look at the breast for abnormalities in size or shape, 
or changes in the skin of the breasts or nipple (American Cancer Society, 2012). In 
screening programs, all women over the age 35 or more are encouraged to perform annual 
CBE. This manual test assists in detecting some of the lumps especially in younger women 
whose dense breast tissues can obscure x-rays while cancer tissues pass undetected with 
mammograms(American Cancer Society, 2012).The CBE technique is less likely to detect 
breast cancer, while mammography is recommended for more accurate detection (Miller, 
2000).  
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1.6.4 Mammography  
 
 Mammography is now considered the current 'gold standard' of breast screening that is 
able to identify up to 95% of cancers diagnosed over the following years. The technique is 
not perfect; however, its use is the subject of ongoing study and debate (Preventive 
Services Task Force, 2009). Mammography screening is the only screening method that 
has confirmed to be effective. It can decrease breast cancer mortality by 20 to 30% in 
women over 50 in high- income countries when the screening coverage is over 70% 
(IARC, 2008). 
A study in Norway was conducted to measure the effect of screening mammography on 
breast-cancer mortality. The study which took 9 years, from 1996-2005, involved 4 types 
of study groups, one who lived in areas with screening program  were considered as 
(screening group), the other group who lived in an area with no screening program was 
considered (non-screening group). The other two groups were considered as historical 
comparison groups who were considered as mirrors between 1986-1996 for the previous 
two groups. The aim of this allocation of groups was to compare the incidence of breast 
cancer based on rate of death. Data from 40,075 women with breast cancer was analyzed. 
The results of this study showed that a reduction in the rate of death from breast cancer 
was associated with the availability of screening mammography. In addition, the screening 
itself accounted for only a third of the total reduction (Kalager et al., 2010). 
 
A study conducted in in Helsinki, Finland aimed to evaluate the pprogrammer sensitivity 
and effectiveness of mammography service screening. The study utilized the data from the 
breast cancer screening programmer in Helsinki by using the information from the files of   
breast cancer mortality from the files of the Finnish Cancer Registry. In order to evaluate 
the sensitivity of the programmer, the study calculated the number of screen detected 
cancers and compared it with the overall number of breast cancers, which turned out 58%. 
The study results came out with further support to the hypothesis that mammography 
screening tests reduces breast cancer mortality (Anthony & Fazil, 2009). 
 
1.6.5 The vitality of screening test/ mammography 
 
In general, utilization of screening methods for breast cancer as early detection techniques 
are recommended, since worldwide studies have indicated that breast cancer deaths will be 
decreased as a result of utilizing such early detection methods among women (American, 
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Cancer Society, report, 2011). The majority of United States organizations concerned with 
breast cancer recommended to utilize mammography for women aged 40 or above, as such 
technique reduces mortality about 20-35% amongst women aged between 50-69, while the 
percentage seems to be slightly less among women between the ages of 40 to 49 (Elmore 
&, Armstrong, 2005). 
 
 Evidences presented between the years 1998 to 2007, indicated that there has been a 
decrease in the incidence rate of breast cancer among women as a consequent result of 
screening tests (ACS, 2011). Mammography is considered as an efficient way to decrease 
mortality among women between the ages 50-69 years (Elmore, et al, 2005). However, a 
coalition in Washington predicted that if there are no major changes in prevention or 
treatment of breast cancer, then 747,802 persons will annually die.  This result has based 
on the findings of the literature reviews on the breast cancer cases worldwide (National 
breast cancer coalition, 2011). 
 
While in low income countries, the poor use of early detection screening tests are due to 
the scarcity of infrastructure which is necessary to detect breast cancer at an early stage, 
thus negatively impacting women’s health. Therefore, this will explore breast cancer in 
these countries in advance stage, therefore lack of educational programs, and lack of 
governmental interventions toward breast cancer screening contribute in the delay of 
detection of early stages of breast cancer (Tfayli, et al., 2010). 
 
In Palestine, MOH pays great attention to breast cancer by taking applicable practical 
actions towards this disease in order to reduce the number of deaths and increase 
awareness in that regard. However, the MOH is currently implementing new policies and 
protocols, the first ongoing action provision of mammography screening test for all women 
of the age 40 and above free of charge. For this reason, MOH allocated 11 mammography 
devices distributed to all West Bank districts except Tubas district (Hejazi, 2011, Personal 
interview). In such provinces and cities where the device is unavailable, services are 
purchased from the private sector, the number of women benefiting from these services 
reached to (6630) cases (MOH, 2010). The second ongoing action policy is characterized 
in providing nurses who are working at all MOH clinics with training about breast self-
examination technique. Such nurses held health sessions for women attending those clinics 
to teach them about the breast self-examination (Hejazi, 2011, Personal interview). 
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Similarly, the third ongoing applicable protocol implemented by the MOH was 
characterized with asking physicians and nurses to clinically examine female patients 
attending any maternal and child centers, health and antenatal care clinics, and family 
planning centers. The total number of these women examined by physicians and nurses 
was estimated to be (40760) (Hejazi, 2011, Personal interview). 
 
1.7 Problem statement: 
 
The breast cancer is the cancer affecting Palestinian women the most out of all types; with 
292 cases reported (MOH, 2012). It is the most lethal type of cancer among women. 
Moreover, national screening policy applied on the ground and other measurements against 
breast cancer were taken in order to detect this cancer at an early stage, and reduce the 
mortality rate.However, and till now, there is a lack of studies that pay attention to 
women’s knowledge, attitude and practice toward breast cancer and screening tests. The 
knowledge ,attitude and practice of Palestinian women is yet to be assessed, and attempts  
to identify the main factors affecting the KAP among Palestinian women, and looking for 
the barriers  that  a woman perceives  to deter practicing  the screening tests are also not 
assessed. While universally, many studies done in assessing the KAP of women toward 
breast cancer and screening tests. 
 
1.8 Justification of the Study 
 
Countries of the developed world are now granting this subject much attention and 
gathering information concerning breast cancer. Information and statistics regarding the 
number of women affected by breast cancer, the number of deaths per month and per year, 
as well as the number of women who has been diagnosed in addition to much more is 
available on line. 
 
All statistical data in high income countries have indicated that breast cancer is still 
considered a common cause of death among women worldwide. In America, the ACS 
statistics found that about (232,340) new cases of invasive breast cancer cases will be 
diagnosed and about (39,620) cases are expected to die (American Cancer Society, 2013). 
In Canada, according to the Canadian Cancer Society indicated published data (May, 2011) 
that about (23,400) women would be diagnosed with breast cancer, and about (5,100) died 
from breast cancer in 2011, on average, 64 Canadian women had been diagnosed daily, 
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while 14 Canadian women died from breast cancer every day (Canadian Cancer Society, 
2011). 
 
Many studies from different countries recommended in their results that a relationship 
between the demographic characteristics and KAP, in Saudi Arabia, a study indicated that 
the educational level affect the women knowledge, attitude and practice (Alam, 2006). 
Another study in Iran is recommended that family history of breast cancer and the 
educational level influences the knowledge, attitude and practice (Heidari, et al., 2008). 
In a recent study, fatalism and emotions have direct negative influence in practicing self-
examination (Flynn, et al., 2011). 
 
Champion, in health model, announced that the beliefs towards breast cancer have an 
influence on participating in breast cancer screening tests (Champion, et, al. 2006). 
 
Breast cancer still occupies the first cancer cause of death among Palestinian women 
(MOH, 2011). Many Palestinian women benefit from the new national policy applied by 
MOH toward breast cancer; mammography screening is free for women above 40 years 
old. 9,849 cases  were examined by mammography ,3219  were consider as suspected 
cases ,this constituted 32.9 % from all screened case, (PHC,2010).While Clinical breast 
examination was provided for women at primary health care centers by health providers. 
According to the MOH report (2011) the total number of these women examined by 
physicians and nurses was estimated to be (40,760) as shown in table (3) below: 
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(Table 1.2): The number of women examined by mammograms in the West Bank 
governmental clinics (MOH, 2012) 
 
District  
Number of women examined by a physician or nurse 
above the age of 40 
Hebron 503 
Bethlehem 1,394 
Ramallah 1,189 
Jericho 98 
Nablus 1,010 
Tulkarem 3,117 
Jenin 655 
Qalqilia 65 
Salfeit 453 
South Hebron 874 
Tubas 307 
Total  9665 
 
However, lack of initiative in knowing the knowledge, attitude and practice of 
beneficiaries who are benefiting from the services offered by the MOH professional and by 
utilization of mammography devices. Therefore this study is addressing women’s 
knowledge, attitudes and practices towards  breast cancer  and the application of the breast 
self-examination, clinical examination and mammography.  
 
1.9  Purpose of the study 
 
The purpose of this study is to assess women’s knowledge, attitude and practices toward 
breast cancer and screening tests and to identify the barriers that deter them from practicing 
breast cancer screening tests. 
 
1.10  Specific objectives 
 
• To identify the demographic characteristics of women’s attending the MOH/MCH. 
• To assess women’s knowledge, attitude, and practice regarding breast cancer and 
screening tests. 
• To identify potential barberries that deter women from practicing breast cancer 
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screening tests 
• To explore women’s attitude &practice regarding breast cancer &screening tests.    
 
1.11 Research questions 
  
1. Are there relationships between the demographic variables (age, educational level, 
income, employment, marital status, and residence place) and level of knowledge of 
breast cancer and screening tests? 
2. Are there relationships between the demographic variables (age, educational level, 
income, employment, marital status, residence place,) and women’s attitude toward 
screening tests? 
3. Are there relationships between the demographic variables (age, educational level, 
income, employment, marital status, residence place) and women’s practice of 
screening tests? 
4. What are the major three potential barriers that deter Palestinians from practicing 
screening tests? 
1.12 Limitations 
 
1- The researcher targeted remote villages; transportation was difficult during data 
collection phase. 
2- The strikes of the MOH, which delayed the collection of data by researcher. 
3- The topic lacked attraction on the women’s part, deeming it taboo, especially during the 
qualitative phase. 
4- Lack of national studies that focus on the KAP of breast cancer and screening tests 
1.13 Strength points  
1.  To my knowledge this study is the first one at West Bank that aimed to assess KAP of 
breast cancer and screening tests. 
2. This study provides information to MOH about the attitude and practice and 
knowledge toward breast cancer and screening tests, which can be used in program 
improvement. 
 
Summary 
This chapter represented the statistics concerning breast cancer worldwide, as well as 
concentrated on risk factors, symptoms and presented the problem statement along with the 
study objectives and research questions. 
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Chapter Two  
Literature review 
 
2. Introduction: 
 
This chapter presents universal studies that focus on KAP research regarding breast cancer 
and its screening tests. This chapter includes: KAP related breast cancer study, barriers to 
breast cancer screening studies and social demographic determinants of breast cancer. 
 
The breast cancer is still viewed as a lethal disease among all women worldwide. 
Statistical reports indicated the size of the problem, besides many international 
organizations follow up the progress of the breast cancer; moreover, researchers studied 
the breast cancer related issues, risk factors, barriers, and screening tests in order to 
contribute in increasing the awareness about the danger of this disease and stimulate 
decision makers to improve the services and the interventions to decrease morbidity and 
mortality among women. 
 
The breast cancer rates in developed countries are still higher than in developing countries 
(WHO, 2009). In Japan, about (11,174) death cases are caused by breast cancer which  is 
considered a lower rate in comparison with the United States at that time (Saika & Sobue, 
2009). 
 
In low income countries and in Arab countries, cancer is usually diagnosed at a late stage. 
For instance, in India, 100,000 women are diagnosed annually, most of them coming from 
urban areas, where this number is expected to rise to (131,000) by the year 2020 (Tfayli, et 
al, 2010). 
 
To capture the studies related to knowledge ,attitude and practice towards breast cancer 
and screening tests ,the investigator searched through the data bases ,internet ,master and 
doctoral thesis and the  organization websites that targeted  cancer issues  The list of main 
barriers was categorized into three main areas; knowledge, psychosocial, and socio 
demographic factors.  
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2.1 KAP/breast cancer studies 
 
Based on the purpose of the study 41 KAP studies were reviewed, including studies that 
discussed knowledge ,attitude and practices ,and the others reviewed the barriers and 
demographic variables that related to breast cancer and screening tests.   
A study in Riyadh was conducted among women aiming at assessing the knowledge, risk 
and precautionary factors of breast cancer, indicated that there is a statistical significance 
association between marital status, educational level, and family history with the cancer 
disease. The results of the study indicated that 82% of women have high knowledge about 
breast cancer self-examination, but only 41% of them had performed a self-examination 
test. On the other hand 61% of the study sample has knowledge about mammography, yet 
18.2% performed this test (Alam, 2006). 
 
A cross sectional base line survey carried out, on a base line survey to assess, knowledge, 
attitude and practice related to breast cancer screening among women of United Arab 
Emirates. The results indicated that only (30%) of the women agreed that family history 
was a risk factor, while (45 %) incorrectly declared that most of the breast lump would 
become cancerous. Moreover, (33%) of the women knew that early breast cancer was 
painful, and most of the women agree toward breast examination under doctoral 
supervision (79%). However, only 14% had performed clinical breast examination and 
only 13% practiced breast self-examination and regularly on monthly basis (Bener et al., 
2001). 
 
A study at female schools in Buraidah, Saudi Arabia, 376 female teachers was randomly 
selected to investigate KAP surrounding breast cancer. The result of the study indicated 
that more than half of the teachers had a limited knowledge level; most of them reported 
risk factors were non-breast feeding and the use of female sex hormones, while the main 
source of information was printed media, high income was the main factor of the high level 
of knowledge. (Dandash, Mohaimeed, 2007). 
 
A cross sectional descriptive study among Saudi Arabian adult women conducted  by 
involving 1315 women  to assess  their knowledge on  breast cancer risk factors and the 
main utilization of screening method that women practice. The results signified that the 
level of risk factors and screening methods were low. Moreover, they perceived many 
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barriers about performing screening tests, and the percentage of CBE practicing is 5% 
while mammography employed by 3% (Amin, et al., 2009). 
 
A study in Brazil aimed at evaluating knowledge, attitude and practice related to 
mammography, conducted on 663 Brazilian women users of local public health services, 
has showed that these women have lack of knowledge, but high attitudes towards 
Mammography. According to this study the main barrier is the lack of referrals by doctors 
working at health centers, indicating at the same time, the importance of financial aspect, 
such as family income and employment in affecting the practicing of Mammography 
(Marinho et al., 2008). 
A survey conducted on 1830 general female population of UK to extract knowledge and 
believe about breast cancer. The study relieved that women had limited knowledge on risk 
factors and breast cancer related symptoms, only 23% correctly indicated that 1 in 10 have 
a probability to developed breast cancer. Less than one third acknowledged the role of 
advancing age as a potential risk factor, while more than 70 % of the sample recognized 
that painless breast lump, lump under armpit, nipple discharge are potential symptoms 
(Grunfeld et al., 2002). 
 
Another telephone survey was applied on Cantonese Hong Kong women (Margaret,et,al)  
targeted the  women at age 18-69 years to assess the women level perception and attitude 
on screening mammography and early breast cancer management. The results of this 
survey showed that 58% had never heard of mammographic screening. While 47% of the 
participants had misunderstanding that mastectomy was the only curative treatment. 
 
 
In a thesis conducted in Halifax and Nova Scotia, using the qualitative and quantitative 
techniques, investigating knowledge, beliefs, attitudes and perceptions of Arabic speaking 
immigrant women towards breast and cervical cancer. It appeared that language is 
considered one of the barriers that delay conducting breast cancer screening, as well as the 
healthcare system which, in itself, is considered a challenge for such women (Amin, 2005). 
 
In Uganda at Mulago Hospital a study addressing 1000 women attending the radiology 
department, aimed at evaluating their knowledge, attitude and practices towards 
mammography and breast cancer, has showed that 71% of these women have no idea about 
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mammography, and the majority of them have negative attitudes regarding this test; the 
main barrier contributing to that was the lack of information regarding such test (Elsie et 
al., 2010). 
 
A study in Korea in 2008 used a convenient sample involving 328 Korean women, aimed 
at determining the barriers behind the lack of Korean women’s participation in 
mammography screening programs. The results showed that the most significant barrier is 
characterized in their belief that breast examination is unnecessary, if symptoms of cancer 
are absent. While factors affecting the poor participation in these programs include high 
cost of breast cancer screening, lack of time, lack of information, shyness, worries 
regarding x-rays and test results (Sunkany et al,.2008). 
 
One study in Iran conducted at Qouds maternity hospital, involved 384 women to 
determine the knowledge and practices of breast cancer screening has shown that (8.3%) of 
these women are aware of such screening methods. Similarly, other studies has clarifies 
that there is a relationship between demographic factors as education level and family 
history  that impact knowledge’s  and practices regarding the screening tests (Heidari et al., 
2008). 
 
In Malaysia, another cross -sectional study aimed to determine the barriers from practicing 
BSE, and the factors related to KAP was conducted. 251 female students at the 
Management and Science University, in Shah Alam, Selangor, Malaysia. The majority of 
the participants were over 20 years old. The study indicated that barriers to BSE lack of 
knowledge, and not having any symptoms, and afraid of being diagnosed with breast 
cancer. Moreover, age, exercise and family history of cancer considerably influenced the 
practice of the BSE ( Al-Naggar et al., 2011). 
 
In another cross –sectional study in Malaysia aim to determine the factors related to 
women from performing mammogram, 200 women enrolled in this study, mostly below 
50. The study results showed that (68%) of them knew about mammography ,but 15% 
performed  a mammogram once in their life, moreover, women reported that  the main 
barriers of not having performed a mammogram were: 42.5%, lack of time, 32% lack of 
knowledge, (21%,  not knowing where to go for the test and 20%  having fear ( Al-Naggar 
& Bobryshev, 2012). 
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A cross sectional study was carried out among 262 undergraduate female students at the of 
University Putra Malaysia. The aim of the study was to assess the knowledge about risk 
factors, symptoms of breast cancer and practicing of the BSE. The results indicated that 
82.7% of students knew that there is an association between family history and breast 
cancer, while 64.1% knew that Nipple that turns in is not normal as symptoms of breast 
cancer (Zavare et al., 2011). 
 
A cross-sectional study was conducted in Suburban Area in Terengganu, Malaysia aimed 
to identify the knowledge, attitude and practice towards BSE amongst women aged 15 
years old and above. The result showed that score for knowledge was 38.4%, attitude 
73.3% and practice7.0%. Moreover, the participants did not know the correct method of 
BSE, and they lacked the knowledge about cancer signs. The barriers of practicing are 
coming from lack of friends and family support especially parents (Rosmawat, 2010). 
 
A descriptive study conducted among women aged 20 and older in the Caribbean island of 
Tobago, aimed to identify factors that affect early detection of breast cancer, and attitudes 
regarding the disease, 265 women participated in this study. The study indicated that the 
cost of transportation to perform mammogram was a deterring factor because it is not 
available in their residence place (Modeste et al., 1999). 
 
In Turkey, 244 women were involved in a study, which applied Champion's Health Belief 
Model Scale (CHBMS) the study revealed that only 56.1% of them had sufficient 
knowledge of breast cancer, and half of whom had received the information from health 
professionals. According to the HBM, women who exhibited higher confidence and 
perceived the great benefits of the BSE practice performed it, and those who perceived 
fewer barriers to BSE performed it less (Dündar et al. 2006). 
 
A cross sectional study was conducted in a semi-urban neighborhood in Nigeria  by 
enrolling one thousand community-dwelling women (Okobia, et, al. 2006) to extract 
knowledge, attitude and practices towards breast cancer. The results of the study revealed 
that poor knowledge on breast cancer, knowledge gain 42.3% , the information about that 
lumps are painless was known by  214participants (21.4%), 40% believed that evil spirit 
causes breast cancer and 259 (25.9%) reported that breast cancer result from an infection. 
Only (43.2%) were able to answer correctly that BSE is a method of diagnosis. There was 
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an indication of positive health seeking behavior as a majority of the participants 
(mentioned that visiting the doctors was the best approach for breast cancer treatment, only 
34.9% participants practiced BSE. While (9.1%) had clinical breast examination (CBE) in 
the past year and no one had mammography examination (Georgia et al., 2007). 
 
A quasi-experimental study aimed to investigate the effect of peers on the BSE knowledge 
and health beliefs. The study randomly selected 250 students excluding the Health 
Department students. However, 180 of the group were contacted one month after the 
conclusion of the training sessions. The collected data by using questionnaires which 
included variables developed from literature reviews. The second part of the questionnaire 
adapted HBM scales; perceived seriousness, perceived barriers, perceived benefits, 
perceived confidence and perceived motivation. The results showed that the students who 
were trained gained more knowledge compared with the students who taught themselves 
individually (Gửrsoy et al., 2009).  
 
Another study conducted among 100 recruited Gaza women, with 50 of them living in 
Gaza, whiles the others living out of Gaza. The aim of the study was to identify the barriers 
and opportunities of early detection of the breast cancer based on placement. The study 
indicated that religion and culture were not barriers to mammography for over 94% of 
women in Gaza, and 98% of women of Gaza, but limited resources and lack of access to 
medical facilities were identified as barriers in up to 55% of women living inside Gaza 
compared to 15% of women living outside of Gaza. Misunderstanding about breast cancer 
was reported more frequently by WIG (Shaheen et al., 2011). 
 
Cross sectional study conducted among 444 female health professional, to investigate the 
knowledge and attitude of risk factors of the breast cancer and screening tests. The 
awareness of health professionals about BC was a vital issue, majority of them felt 
confidence about the value of BSE as screening test but 27.3% performed this test 
regularly. The most common barrier that prohibited them from practicing BSE as they 
reported was the attitude that it is not necessary to perform.  The rate of practicing CBE 
test was 24.8% and mammography rate 10.1%.  (Akpınar et al., 2011). 
 
A cross sectional survey among nurses in general hospital in Lagos with 204 nurses 
involved in this study which showed that the level of knowledge of symptoms, methods of 
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diagnosis, and BSE was above 60% .While the results from answering the five questions 
about the risk factors, 50% answered as following; positive family history is a vital risk 
factor, the nurses have knowledge about BSE technique, while 39.7% from the participants 
knew that BSE should be done monthly. The majority, 78.4%, of the participants 
concurred that breast cancer is a disease that will have a chance to be cured in the 
condition of early diagnosis. The majority of them, nearly 90%, considered breast cancer to 
be a serious disease that needs quick consultation with a physician within a month. 39 % 
conducted the procedure at a monthly interval rate (Odusanya & Tayo, 2001). 
 
A descriptive cross-sectional study was carried out among 5,230 Jordanian women above 
the age of 20. The study aimed at evaluating the knowledge and practicing of BSE. The 
results indicated that 87% of the women knew about the prevalence of breast cancer, 71% 
knew what the BSE is, 48% from the sample practiced the BSE, and 58% reported that 
their source of information about BSE was from the media (Akel, et al., 2006). 
 
 In summary: most of KAP previous studies focused on one screening test and assessed the 
knowledge and practice or knowledge and barriers ,but in this study ,the three screening 
tests included .Moreover, most of the studies applied quantitative methodology however ,in 
this study quantitative and qualitative  methodology were used , which in turn strength the 
research.  
 
2.2 Barriers / Breast Cancer Screening studies 
 
These barriers classify into two types, one type that can be tackled with education and 
another tackled with modified approaches that take into account culture, religion, and other 
factors. In both instances, modified approaches will need to be directed toward women, 
health care workers, and others in the community. (Parsa, et,al. 2006). 
 
A study tackled the perceptions of threat, benefits, and barriers in breast self-examination 
amongst young asymptomatic women by applying HBM. The study pointed out that 
barriers include difficulty with adapting a new behavior or a new habit and this plays a 
vital role to be considered as one of the barriers (Umeh & Gibson, 2001). 
 
A study entitled "Barriers to Breast Cancer Screening” which 298 women in New York 
City participated, who were of low-income Mexican and Dominican backgrounds, showed 
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that the three main barriers reported were (52.3%) carelessness, while (49.3%) lack of 
information, and (44.6%) reported being afraid of BCST (Garbers, et, al. 2003). 
 
Another barrier is the socio-cultural communication aspect between patients and health 
providers. This barrier is considered as one of the barrier that affected the level of women 
attending or participating in screening tests. Previous studies indicated that physicians are 
less likely to disseminate information with individuals differ by social class, ethnicity, 
gender, and age, (Meleis. & Hatter-Pollard, 1997). 
 
In a study aimed to identify the cultural barriers towards the screening tests of breast 
cancer among Chinese-American women 60 and older, 100 women participated. The main 
barriers according to women opinions that identify by using questionnaires were: the lack 
of health insurance coverage was the main predictor for performance of mammograms, 
while lack of physician recommendation is barrier of CBE. Acculturation and modesty 
were significant predictors of having had a clinical breast exam at least once, forgetting 
were significant barrier of having performed breast self-exam at least once, and forgetting 
was a significant of practicing of regular performance of breast self-exam (Tang et al. 
,2000). 
 
Another study conducted to understand the role of fatalism and fear regarding the practice 
of breast cancer screening, among a selected target population of African American Middle 
Class. The participants revealed a significant level of fear and fatalism relating to breast 
cancer screening. Women who hold fearful and fatalistic beliefs are less to seek screening 
(Talbert, 2008). 
 
In three studies addressing the barriers of Asian women reported that the conservative 
society and traditional attitudes for bodily experiences and exposure are factors that 
prevented women to be unwilled to show their breasts to others, including to health care 
providers (Smith et, al. 2006; Im et al., 2004; Juon et al., 2004). 
 
Another cross sectional study entitled “Barriers of mammography among women attending 
gynecologic outpatient clinics in Tehran, Iran”, aimed to assess the barriers in 
mammography method among women who attended the gynecological outpatient clinics. 
Four hundred women between the ages of 35-69 participated, made of the participants 
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group who had a mammogram in the last two years and the non-participant group of 
women who had either never had a mammogram or  have not been screened for two years 
or more. The result showed that lack of doctors’ advice for the participant group and 
embarrassment, for the non-participant group, are the most salient barriers (Ahmadian, et 
al., 2011). In another study investigated the barriers, the Unpleasant previous experiences, 
further stresses the modesty issues of the Korean, Chinese, and Iranian women, because 
male physicians did the clinical exams and/or women needed to expose their breasts, 
women felt ashamed and humiliated, and as a result refrained from participating in breast 
exams (Im et, al. 2004; Juon et, al. 2004; Abdulah, 2001). 
 
Yarbrough and Braden (2001) carried out a review of 16 published descriptive studies 
employing the health belief model as a guide for explaining or predicting breast cancer 
screening behaviors. The study highlighted barriers to screening behavior  as including fear 
of results, fear of treatment and fear of the test itself. These findings are consistent with the 
results of other researchers in Iran (Jarvandi et, al. 2002), Malaysia (Hisham & Yip, 2003), 
United Arab Emirates (Bener et, al. 2002) and Jordan (Petro Nustas & Mikhail, 2002). 
 
In summary :In this research the  qualaltive results were used  to formulate  the quantitative 
tool besides used some of barriers from the HBM and others studies  .studies asked for 
language and ethnicity as barriers ,but in this study excluded these two barriers due to the 
humongous of population .Moreover ,other study targeted low income women class to 
investigate their barriers ,while in this study focused on all women attended MOH/MCH 
regarding the income level . 
 
2.3 Demographic Determinants/breast cancer studies 
 
Blanchard (2004) pointed out that education and socioeconomic statuses are major factors 
for women’s delaying screening and response to treatment in several cancers including 
breast cancer. However, (Chua, et al., 2005) reported that education level had no effect on 
the awareness. According to this study, full-time housewives were more likely to have 
heard of mammographic screening compared to non-housewives (Blanchard, 2004). 
 
Another study aimed to assess the impact level of education on the attitudes and behaviors 
of women towards BSE. A descriptive cross-sectional study which involved 413 women in 
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Turkey (20–59 years) conducted. The sample divided in two groups according to the level 
of educational degree, the first group finished BA, and the second group finished high 
school or less. The results showed that the second women group significantly did not 
believe in early diagnosis of BC, while the women in the first group significantly had 
conducted BSE at least once, and their BSE frequency was also significantly high. 
Moreover, the group with lower educational level, according to HBM scores perceived to 
not be at risk for BC and the scores for “perceived susceptibility” and “perceived barriers” 
were significantly higher than the group of higher educational level (Gürda et, al. 2012). 
 
A cross sectional study conducted in Jordan to identify the influence of the demographic 
factors on the knowledge of BC, using convenience  sample of 142 women from 14 
comprehensive health centers in Amman and Azarqa. The results showed that women 
lacked knowledge about breast cancer. Social norms and self-efficacy were listed as highly 
factors that influence women in engaging in mammography screening, younger women 
were more enthusiastic to indicate intention to engage in mammographic screening.( 
Othman et al., 2011). 
 
A study was conducted in South India to determine the impact of the socio-economic 
factors on the diagnosis stage of the cancer and symptom duration.  The data collected 
from Hospital Based Cancer Registry/Regional Cancer Centre, the total of the sample 522. 
The results showed that 53% of the participants reported about the case at late stage, while 
45% reported at early stage. The result regarding the socio-economic factors show that risk 
in reporting at late stage is among widowed, divorced, unmarried, low income, primary 
education (Ali et al., 2008). 
 
 Another study assessed the impact of financial factor breast cancer. A triangulation design 
was used (qualitative and quantitative methods). The study implemented in two stages, first 
on hospital based and the second one with cancer patients .The results indicated that 
patients in every socio-demographic group can be vulnerable to the financial difficulties as 
a result of cancer diagnosis, and also the financial circumstance impact at employee level 
because they obligated to have vacation from the work and this in turn impact the level of 
their income, most participants  declared need  for request financial support (Sharp & 
Timmons, 2010). 
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To identify breast cancer risk factors knowledge among nurses (in teaching hospitals of 
Karachi Pakistan). A cross sectional study” conducted by (Ahmed et, al. 2006) indicated 
that 35% had good knowledge, 40% had fair knowledge while 25% had poor knowledge of 
breast cancer risk factors. Ninety nine percent of the nurses considered breast cancer as a 
non-communicable disease and 96% responded that breast feeding is not the cause of 
developing breast cancer, 23% of nurses knew that being overweight increases the risk of 
breast cancer. Moreover, the participants believed that evil spirit had nothing to do with 
breast cancer. (Ahmed et al., 2006). 
 
A cross-sectional study conducted on female health care workers in Tehran, Iran to 
examine the knowledge of breast cancer, and the attitude and practice towards BSE. In the 
study, the results indicated that 75% of the women were aware about the prevalence of 
breast cancer while 27% reported that breast pain is not a symptom of breast cancer. 
Moreover, 63% believed that BSE is not hard and 72% accepted that BSE needs time to do 
it worrisome. Six percent of the women practice BSE regularly in month interval. While 
50% practice it on occasion and 44% had never performed BSE. The study also identified 
the uncontrolled factors relate with increase practicing of BSE which are over the age of 
50, level of education and occupation. So the women with higher education and 
professional status, and possess a positive personal history about breast problems and their 
level of knowledge about BSE were good, were more likely to practice BSE than other 
female health workers (Mahmoodi et al., 2002).  
 
447 public health nurses participated in Singapore, in a study correlated to asses 
knowledge and practices of Breast cancer screening. The study showed that the nurses 
have known about most of risk factors of the breast cancer except the smoking, oral 
contraceptive (24.6%) (21.6%) respectively. In terms of practice (93.0%) nurses practiced 
BSE. The most common barriers for not to practice BSE were; “too busy” “forgot” and 
“not necessary”.  (53.6%) of the nurses had their breast examination by a doctor in the past 
one year, while 69.7% by a specialist and 30,3% by their family physician. 68.8% 
participants who were more than 50 years of age and 31.1% who "were less than 50 years 
of age had history of mammography test. (Chong et al.,  2002). 
 
A study on breast cancer risk factors and screening awareness among nurses and 178 
teachers was conducted Jordan. The results detected that some factors that had vital 
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influence on breast cancer screening such as profession, age and family history. The level 
of knowledge scores indicate significant difference between teachers and nurses (P= 
0.8470). Nurses were more aware than teachers about the importance of breast cancer 
screening. The score of nurses was 88.3% compared with 73.1% for teacher. (P<.0001). 
(Madanat & Merrill, 2002) 
 
A study conducted in Mexicobi-national cross-sectional study, 265 participants completed 
an interviewer-administered questionnaire that obtained information on socio demographic 
characteristics, knowledge, attitudes, family history, and screening practices. The aim of 
the study was to assess the impact of family history on KA and on early detection 
measurements. The result showed that age, marital status, insurance, and breast cancer 
knowledge were found to be significantly influencing BC screening (Matthew et al., 2012). 
 
A study carried out on breast cancer knowledge believes and misconception among Latinas 
in Houston. The results showed more than one third of the participants had negative or 
fatalistic views of breast cancer, 29% believed that pain in the breast is the warning sign 
for breast cancer and 11.1% had never heard of breast cancer in terms of screening. 
Moreover 60% of the women either did not respond or did not knew about the breast 
cancer screening test. While 7% of the participants believed that screening burns the cancer 
(María et al., 2009). 
 
A study conducted regarding attitude, knowledge and practice of breast self-examination 
(BSE) in Port Harcourt, Nigeria. The results of this study showed that 85.5% of the 
participants had heard of BSE and 39% practiced it only on occasion. Moreover, the most 
sources of information for the participants were the news, media, nurses and physicians 
(Jebbin & Adotey, 2004) 
 
A cross sectional study conducted in Nigeria, aimed to investigate the practice of the 
women in Rivers State, Nigeria for breast self-examination as mammography is expensive 
and not readily available. A written closed ended questionnaire was applied after obtaining 
verbal consent. 691 out 700 questionnaires were completed and retrieved. The knowledge 
of BSE was (39.65%), and practice was (28.94%) which were both considered to be low. 
Moreover, the study showed that the educational factor had an impact on the levels of 
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practice and knowledge of BSE, especially those who had secondary education and more 
(Bellgam & Buowari, 2012). 
 
A descriptive cross sectional study applied interviewed questionnaire, aimed to evaluate 
rural women’s awareness and knowledge of breast cancer and their screening practices. 
This study involved 180 women, from 4 rural areas with an average age of 37 in Nigeria. 
The results showed %52.7 of the women had enough knowledge about the risk factors of 
breast cancer and it’s symptoms. %52.8 had heard about BSE, and %51.7 heard about 
CBE. The study indicated that the lack of mammogram screening test in this rural area 
encouraged the women depend more on BSE to identify breast problems (Olowokere, et 
al., 2012). 
 
A cross sectional study which included 6380 secondary-school female students in Jeddah 
conducted to recognize their knowledge of breast cancer and attitude towards breast self-
examination (BSE). The study found that the level of knowledge was low about risk 
factors: were 80% of students answered incorrectly, and only 39.1% mentioned that a lump 
is one symptom of breast cancer. However, only 47.1% of the participants read or heard 
some information about breast cancer from different kinds of media and 15.2% of 
participants accepted that use of contraceptive pill is a potential risk factor. While (16.2%) 
have known that bleeding from the nipple is a sign of breast cancer (Milaat, 2000). 
 
A descriptive cross-sectional survey conducted in Sango to assess knowledge and practices 
of breast self-examination. The study targeted 281 female traders. An interviewer 
administered questionnaires to gain information on their socio demographic characteristics, 
knowledge and practice of breast self-examination. The women’s ages ranged between 16-
80 years. The demographic profile is as following; (50.5%) were between30 and 49 years. 
(73.7 %) were married, (37.0%) had secondary education and 68 (24.2%) had no formal 
education. The results of the study revealed that only 89 (37.1%) of the traders were aware 
of breast self-examination, 51 (18.1%) of the traders had ever checked their breast, 
regarding the level of knowledge the study explored that awareness of breast self-
examination was highest among those aged 50-59 years (p = 0.067). Also, the result 
showed that there were associations between the awareness of BSE and the degree of 
educational achievement; women who had high education were more knowledgeable about 
breast self-examination (p = 0.045). Regarding practicing BSE, the results were 
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unacceptable.  The recommendations were to strive more, and efforts should be made to 
increase level of knowledge and practice of breast self-examination by applying more 
educational outreach programs (Balogun & Owoaje, 2003).  
 
Summary  
This chapter shed light on the main studies that address breast cancer issues, this chapter 
display, types of KAP studies, also reviewed the studies that address relationships between 
demographic variables and KAP. In addition, barriers that encountered or deterred from 
seeking breast cancer screening tests were reviewed. 
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Table (2.1): Summary of the main reviewed studies of breast cancer KAP  
Study Main purpose Methodology Data analysis Findings 
Knowledge of breast cancer 
and its risk and protective 
factors among women in 
Riyadh. (Alam, 2006). 
The study aimed at assessing the 
knowledge, risk and precautionary 
factors of breast cancer. 
Community –based descriptive 
study, used structural 
questionnaire. 
The data was analyzed using SPSS- 
descriptive statistics, 95% confidence 
intervals; chi-square test was used to test 
for association. 
Results showed that there is a statistical 
significance association between marital status, 
educational level, and family history with the 
cancer disease. The results of the study indicated 
that 82% of women have high knowledge about 
breast cancer self-examination, but only 41% of 
them had performed a self-examination test, On the 
other hand 61% of the study sample has knowledge 
about mammography, yet 18.2% performed this 
test. 
Knowledge, Attitudes, and 
Practices Surrounding Breast 
Cancer and Screening in 
Female Teachers of Buraidah, 
Saudi Arabia (Dandash, - 
Mohaimeed, 2007). 
The study aimed to assess breast 
cancer knowledge and attitudes and 
factors associated with the practice of 
breast self-examination (BSE) among 
female teachers of Saudi Arabia. 
cross-sectional survey of 
teachers working in female 
schools in Buraidah, Saudi 
Arabia using, a self-
administered questionnaire 
Sample of 376 female teachers 
was randomly selected. 
SPSS software package (version 10) was 
used for data entry and analysis. 
Descriptive statistics with cross-
tabulations were performed. The Chi-
squared test was used to examine the 
association between variables. The level 
of significance was set at 5% using the 
two-sided test. 
The result of the study showed that more than half 
of the teachers had a limited knowledge level; most 
of them reported risk factors were non-breast 
feeding and the use of female sex hormones, while 
the main source of information was printed media, 
high income was the main factor of the high level 
of knowledge. 
Breast cancer knowledge, risk 
factors and screening among 
adult Saudi women in a 
primary health care setting 
(Amin, et al, 2009). 
The study aimed to assess level and 
determinants of knowledge about risk 
factors and utilization of screening 
methods used for breast cancer early 
detection among adult Saudi women 
in Al Hassa, KSA 
Cross-sectional descriptive. 
multistage stratified sampling 
method from ten primary health 
care centers 
Both descriptive and inferential statistics 
were applied; logistic regression was 
conducted to determine the possible 
correlates of knowledge. 
The results showed that signified that the level of 
risk factors and screening methods were low. 
Moreover, they perceived many barriers about 
performing screening tests, and the percentage of 
CBE practicing is 5% while mammography 
employed by 3% 
 33 
Study Main purpose Methodology Data analysis Findings 
Knowledge, attitude and 
practice of mammography 
among women users of public 
health services (Marinho, et, 
al. 2008). 
 The study aimed at evaluating 
knowledge, attitude and practice 
related to mammography 
Total of 663 women were 
interviewed at 13 local health 
centers in a city of Southeastern 
Brazil, in 2001. Interviewees 
were randomly selected at each 
center and they were 
representative from different 
socioeconomic conditions. 
Data analysis, answers were described as 
knowledge, attitude, practice and their 
respective adequacies and then they were 
correlated with control variables through 
the chi-square test. 
T the results showed that these women have lack of 
knowledge, but high attitudes towards 
Mammography. According to this study the main 
barrier is the lack of referrals by doctors working at 
health centers, indicating at the same time, the 
importance of financial aspect, such as family 
income and employment in affecting the practicing 
of Mammography.. 
Knowledge, Beliefs, Attitudes 
and Perceptions About Breast 
and  Cervical Cancer and 
Screening Among Arabic 
Speaking  
 Immigrant Women in 
Halifax, Nova Scotia. (Amin, 
2005). 
 The study aimed to investigate 
knowledge, beliefs, attitudes and 
perceptions of Arabic speaking 
immigrant women towards breast and 
cervical cancer 
qualitative research approach 
provides detailed contextual 
information and can capture the 
complexity and meaning of this 
topic 
Semi- structured interviews:  
The survey consists of multiple-choice 
questions, which will include variables 
such as beliefs, knowledge, attitudes, 
perceptions and their benefits and barriers 
to screening 
For analysis, used the Excel Open office. 
Descriptive statistical methods Tables, 
graphs and charts were used to 
summarize all the variables. Analysis is 
through the traditional qualitative process, 
which includes transcribing the 
interviews, coding data to identify 
commonalities and variations, identifying 
common and variable patterns within 
each group and across groups and 
identifying themes, which link or explain 
the  Data. 
It appeared that language is considered one of the 
barriers that delay conducting breast cancer 
screening, as well as the healthcare system which, 
in itself, is considered a challenge for such women. 
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Current knowledge, attitudes 
and practices of women on 
breast cancer and  
mammography at 
MulagoHospita (Elsie ,et .al 
.2010) 
 The study aimed at evaluating their 
knowledge, attitude and practices 
towards mammography and breast 
cancer 
descriptive cross-sectional 
study using interviewer-
administered questionnaires 
The questionnaires were 
administered in English and 
Luganda (a local language) 
qualitative methods applied  
Data were analyzed using descriptive 
statistics and analytical SPSS version 
10.0 statistical program used for 
quantitative data. 
Thematic analysis was used for 
qualitative data 
71% of these women have no idea about 
mammography, and the majority of them have 
negative attitudes regarding this test; the main 
barrier contributing to that was the lack of 
information regarding such test. 
Stages of Change: Korean 
Women's Attitudes and 
Barriers Toward 
Mammography Screening 
(Sunkany, et, al.2008). 
 The study aimed at determining the 
barriers behind the lack of Korean 
women’s participation in 
mammography screening programs. 
Convenience sample of 328 
Korean women recruited in 
Seoul, Gyeonggi, and Jeju, 
South balance constructs of the 
trans theoretical model of 
behavior change were used to 
identify stages of change in 
attitude related to 
mammography screening. 
Data were analyzed using descriptive 
analysis which was tested using Chi-
square at 5% level of significance 
The results showed that the most significant barrier 
is characterized in their belief that breast 
examination is unnecessary, if symptoms of cancer 
are absent. While factors affecting the poor 
participation in these programs include high cost of 
breast cancer screening, lack of time, lack of 
information, shyness, worries regarding x-rays and 
test results 
Breast Cancer Screening 
Knowledge And Practice 
Among Women In Southeast 
Of Iran Heidari, et, al. 2008). 
 The study aimed to determine the 
knowledge and practices of breast 
cancer screening 
A cross-sectional descriptive 
analytical study, A total of 384 
married women was selected as 
an improbability sample. 
Data were analyzed using descriptive 
statistics and analytical (chi-squared test) 
to examine the relationship between 
demographic data and knowledge and 
practices of these women about breast 
cancer screening. Differences of P < 0.05 
were considered significant. 
 
 
The results showed (8.3%) of these women are 
aware of such screening methods. Similarly, other 
studies has clarifies that there is a relationship 
between demographic factors as education level 
and family history  that impact knowledge’s  and 
practices regarding the screening tests . 
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Practice and Barriers Toward 
Breast Self-Examination 
Among  Young Malaysian 
Women   (Al-Naggar, et. al 
2011). 
The study aimed to  determine the 
practices and barriers towards breast 
self-examination among young 
Malaysian women 
Cross sectional study involved 
251 female students at the 
Management and Science 
University, in Shah Alam, 
Selangor, Malaysia 
Data was analysis using SPSS version 13, 
t-test was used to analyze the associated 
factors toward the practice of BSE 
 
The results showed indicated that barriers to BSE 
lack of knowledge, and not having any symptoms, 
and afraid of being diagnosed with breast cancer. 
Moreover, age, exercise and family history of 
cancer considerably influenced the practice of the 
BSE. 
practice and Barriers of 
Mammography among 
Malaysian Women in the 
General Population (Al-
Naggar & Bobryshev, 2012). 
The study aimed to determine the 
practice and barriers of 
mammography and  
associated factors among Malaysian 
women in the general population 
cross-sectional study  
was conducted among 200 
women in Shah Alam, 
Selangor; design questionnaire 
contained 27 questions and was 
comprised of two sections; 
socio-demographic 
characteristics and practices, 
knowledge and barriers  of 
mammograph 
Data were analyzed using descriptive 
statistics and analytical (chi-squared test) 
to examine the relationship between 
demographic data and knowledge and 
practices of these women about breast 
cancer screening. Differences of P < 0.05 
were considered significant. 
The results showed that (68%) of them knew about 
mammography ,but 15% performed  a 
mammogram once in their life, moreover, women 
reported that  the main barriers of not having 
performed a mammogram were: 42.5%, lack of 
time, 32% lack of knowledge, (21%,  not knowing 
where to go for the test and 20%  having fear  
Knowledge on breast cancer and 
practice of breast self - 
examination among selected 
female university students in 
Malaysia medical Zavare, et , al 
.2011). 
 
The study  aimed  was to assess the 
knowledge about risk factors, symptoms 
of breast cancer and practicing of the BSE 
A cross sectional study was 
conducted, using systematic random 
sampling from the list of students 
Who registered. 
 
Descriptive statistical analysis, which included 
frequency, mean, standard deviation (SD) and 
percentages, was  
used to characterize the data. 
Parametric test such as independent sample t-
test were employed to determine differences 
between the BSE practice category and the 
knowledge score of risk factors, symptoms of 
breast cancer, BSE and total knowledge of 
breast cancer. The level of statistical 
significance was set at α <0.05. 
The results showed that knowledge of breast cancer and 
the practice of BSE were inadequate among young 
Malaysian women. 
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Attitude and Practice of 
Breast Self-examination 
Among Women in a 
Suburban Area in 
Terengganu, Malaysia 
(Rosmawat, 2010) 
The study aimed to identify the 
knowledge, attitude and practice 
towards BSE amongst women aged 
15 years old and above 
Cross-sectional study, Systemic 
random sampling, structured 
questionnaire. 
descriptive statistics such as mean,  
and standard deviation. Meanwhile, 
The total scores for the KAP was 
calculated than was categorized into good 
or poor level based on the 70% cut-off 
point out of total  
expected score for each domain 
The result showed that score for knowledge was 
38.4%, attitude 73.3% and practice7.0%. Moreover, 
the participants did not know the correct method of 
BSE, and they lacked the knowledge about cancer 
signs. The barriers of practicing are coming from 
lack of friends and family support especially 
parents. 
The knowledge and attitudes 
of breast self-examination and 
mammography in a group of 
women in a rural area in 
western Dündar , et, al . 
2006). 
The study aimed to identify factors 
that affect early detection of breast 
cancer, and attitudes regarding the 
disease 
cross-sectional study, Cluster 
sampling method was 
performed 
Bivariate correlation analysis, Chi square 
test, Mann-Whitney U test and logistic 
regression analysis were performed in the 
data analysis, by using SPSS v10.0 
statistical package 
  
The study showed that only 56.1% of them had 
sufficient knowledge of breast cancer, and half of 
whom had received the information from health 
professionals. According to the HBM, women who 
exhibited higher confidence and perceived the great 
benefits of the BSE practice performed it, and those 
who perceived fewer barriers to BSE performed it 
less 
Barriers and opportunities for 
early detection of breast 
cancer in Gaza women 
(Shaheen. et, al.2011) 
The study  aimed to identify the 
barriers and opportunities of early 
detection of the breast cancer based 
on placement 
survey of 100 women living 
inside Gaza (WIG) and 55 Gaza 
women residing outside Gaza 
(WOG 
Statistical analysis was performed 
with computer software SPSS version 
13.0 A confidence level of 95% (a 
difference with P < 0.05) 
Was considered statistically significant. 
The results showed that religion and culture were 
not barriers to mammography for over 94% of 
women in Gaza, and 98% of women of Gaza, but 
limited resources and lack of access to medical 
facilities were identified as barriers in up to 55% of 
women living inside Gaza compared to 15% of 
women living outside of Gaza. Misunderstanding 
about breast cancer was reported more frequently 
by WIG 
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The Effect Of  Peer Education 
On University Students’ 
Knowledge Of Breast Self-
Examination And Health 
Beliefs 
 The study aimed to investigate the 
effect of peers on the BSE knowledge 
and health beliefs. 
The collected data by using 
questionnaires which included 
variables developed from 
literature reviews. The second 
part of the questionnaire 
adapted HBM scales; perceived 
seriousness, perceived barriers, 
perceived benefits, perceived 
confidence and perceived 
motivation 
The data were evaluated using the 
Statistical Package for Science 
13.0 (SPSS). Dependent and independent 
t test, stepwise multiple 
regression analysis, and bivariate 
correlation analysis are used for 
statistical analysis of the data 
The results showed that the students who were 
trained gained more knowledge compared with the 
students who taught themselves individually 
Knowledge, attitude about 
breast cancer and practice of 
breast cancer screening 
among female health care 
professionals: a study from 
Turkey (Akpınar et, al. 2011). 
 
The study aimed to investigate the 
knowledge and attitude  of risk 
factors of the  breast cancer and 
screening tests 
cross- sectional study 
self-administered questionnaire 
Using frequency and percentage to 
analysis the data.  
The results showed awareness of health 
professionals about BC was a vital issue, majority 
of them felt confidence about the value of BSE as 
screening test but 27.3% performed this test 
regularly. The most common barrier that prohibited 
them from practicing BSE as they reported was the 
attitude that it is not necessary to perform.  The rate 
of practicing CBE test was 24.8% and 
mammography rate 10.1%... 
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Breast Cancer Knowledge, 
Attitudes and Practice 
among Nurses in Lagos, Nigeria 
Odusanya & Tayo, 2001). 
 
 The study aimed to determine their 
knowledge, attitude and practice regarding 
breast cancer. 
Cross-sectional survey among 
nurses. A self-administered 
questionnaire which had been 
validated 
Each completed questionnaire was graded and scored 
on certain aspects such as knowledge of symptoms of 
breast cancer, method of diagnosis, self-breast 
examination and Knowledge of risk factors. A 
maximum of 35 points could be obtained on the 
knowledge, attitude and practice (KAP) score, 
Frequency distributions of variables were Produced, e 
t-test was calculated for quantitative variables 
This study showed that the level of knowledge of 
symptoms, methods of diagnosis, and BSE was 
above 60% .While the results from answering the 
five questions about the risk factors, 50% answered 
as following; positive family history is a vital risk 
factor, the nurses have knowledge about BSE 
technique, while 39.7% from the participants knew 
that BSE should be done monthly. The majority, 
78.4%, of the participants concurred that breast 
cancer is a disease that will have a chance to be 
cured in the condition of early diagnosis. The 
majority of them, nearly 90%, considered breast 
cancer to be a serious disease that needs quick 
consultation with a physician within a month. 39 % 
conducted the procedure at a monthly interval rate 
Knowledge and Practice of 
Jordanian Women towards 
Breast Cancer and Breast 
Self-Examination (Akel, et, 
al. 2006). 
The study aimed at evaluating the 
knowledge and practicing of BSE 
 
 descriptive cross-sectional 
study,  Systematic sampling 
method 
 
Data were analyzed using SPSS version 13. 
Simple descriptive statistics: frequencies, 
means, and percentages were used to describe 
the study findings. 
The results showed that 87% of the women 
knew about the prevalence of breast cancer, 
71% knew what the BSE is, 48% from the 
sample practiced the BSE, and 58% reported 
that their source of information about BSE 
was from the media. 
Perceptions of threat, 
benefits, and barriers in breast 
self-examination amongst 
young asymptomatic women         
(Umeh & Gibson, 2001). 
A study tackled the perceptions of 
threat, benefits, and barriers in breast 
self-examination amongst young 
asymptomatic women by applying 
HBM. 
Questionnaire data from 178 
asymptomatic women (aged 18-
35 years) living in the 
northwestern region of England 
were analyzed. 
 
Data were analyzed Using hierarchical logistic 
regression controlling for demographic factor 
The study showed  that barriers include 
difficulty with adapting a new behavior or a 
new habit and this plays a vital role to be 
considered as one of the barriers 
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Barriers to breast cancer 
screening for low-income 
Mexican and Dominican 
women in New York City 
(Garbers, et, al. 2003 
To investigate the main barriers 
that low-income  women faced 
from performing braest cancer 
screening tests   
 Survey applied instrument 
had both closed- and open-
ended questions, including 
socio demographic 
information, knowledge, 
attitude and barriers  
Chi-square tests for categorical variables 
and analysis of variance for continuous 
Variables. Bivariate odds ratios (ORs) and 
95% confidence intervals. 
that the three main barriers reported were 
(52.3%) carelessness, while (49.3%) lack 
of information, and (44.6%) reported 
being afraid of BCST 
Cultural barriers to 
mammography, clinical 
breast exam, and breast 
self-exam among Chinese-
American women 60 and 
older (Tang et, al.2000). 
aimed to identify the cultural 
barriers towards the screening 
tests of breast cancer among 
Chinese-American women 60 and 
older 
 Participants completed a 
questionnaire that included 
sections on demographics, 
health history, health 
insurance coverage, breast 
cancer screening, common 
and cultural barriers to 
screening, and acculturation. 
Data were analyzed using descriptive 
analysis which was tested using Chi-square 
at 5% level of significance 
The results showed that main barriers 
according to women opinions that 
identify by using questionnaires were: 
the lack of health insurance coverage 
was the main predictor for performance 
of mammograms, while  lack of 
physician recommendation  is barrier of 
CBE . Acculturation and modesty were 
significant predictors of having had a 
clinical breast exam at least once, 
forgetting were significant barrier of 
having performed breast self-exam at 
least once, and forgetting was a 
significant of practicing of regular 
performance of breast self-exam  
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Barriers to mammography 
among women attending 
gynecologic outpatient clinics 
in Tehran, Iran(Ahmadian, et, 
al. 2011). 
 
The aim of this study was to 
understand barriers to mammography 
among women attending obstetric 
and gynecologic outpatient clinics 
A face-to-face interviewing 
method was used for data 
collection, which was 
conducted in the waiting area of 
gynecology clinics. Self-
administered questionnaire, 
respondents, which were 
identified through a pre-
interview having breast cancer 
or disease in any kind, were 
excluded from the stud 
Bivariate analysis were conducted using 
analysis of variance (ANOVA), chisquare, and 
independent t-tests. Descriptive statistics 
explained the demographic characteristics. Chi-
square test was used to identify significant 
association between participation in 
mammography and Demographic factors. In 
this study, a series of one- way ANOVAs were 
used to compare the differences in barrier, 
based on socio demographic variables. 
The result showed that lack of doctors’ 
advice for the participant group and 
embarrassment, for the non-participant group, 
are the most salient barriers 
The Relationship of Fear and 
Fatalism with Breast Cancer 
Screening Among a Selected 
Target Population of African 
American Middle Class 
Women Talbert, 2008). 
The study aimed to explore whether 
fear and fatalism influence 
compliance with breast cancer 
screening among members of a 
selected target population of 
African American middle-class 
cross-sectional analysis, One 
hundred twenty individuals 
participated in the survey; 119 
of the participants 
reported their ethnicity as 
African American 
Demographic information was analyzed using 
descriptive statistics, including mean, range, 
variance, and standard deviation of such 
variables as age, educational level, and income. 
Certain behavioral patterns were also analyzed 
(i.e., frequency of mammography testing and 
BSE). To explore the research questions and 
test the hypotheses, data from the collected 
groups were analyzed using logistic regression. 
An analysis of data was completed using the 
Statistical Package for Social Sciences (SPSS) 
computer software program (version 12.0 for 
Windows) to analyze variables of the 
quantitative data. 
 
The results showed that    participants 
revealed a significant level of fear and 
fatalism relating to breast cancer screening. 
Women who hold fearful and fatalistic beliefs 
are less to seek screening.. 
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The Effects of Educational 
Level on Breast Cancer 
Awareness Gürda et, al. 2012 
 The study aimed to assess the impact 
level of education on the attitudes and 
behaviors of women towards BSE 
A descriptive cross-sectional 
study which involved 413 
women (20–59 years) 
conducted. The sample divided 
in two groups according to the 
level of educational degree, the 
first group finished BA, and the 
second group finished high 
school or less. 
Chi-square (χ2) tests for metric variables were 
performed to compare the groups, A logistic 
regression test was used to analyze the 
subscales 
The results showed that the second women 
group significantly did not believe in early 
diagnosis of BC, while the women in the first 
group significantly had conducted BSE at 
least once, and their BSE frequency was also 
significantly high. Moreover, the group with 
lower educational level, according to HBM 
scores perceived to not be at risk for BC and 
the scores for “perceived susceptibility” and 
“perceived barriers” were significantly higher 
than the group of higher educational level 
Influence of Demographic 
Factors, Knowledge, and 
Beliefs on Jordanian 
Women’s Intention to 
Undergo Mammography 
Screening School of 
Nursing(Othman, et, al. 
2011). 
The study aimed to identify the 
influence of the demographic factors 
on the knowledge of BC 
A cross-sectional survey was 
used to collect data at 14 
comprehensive healthcare 
centers in Amman and Zarqa, 
Jordan. A convenience sample 
of 142 Jordanian women 40 
years of age or older with no 
history of breast cancer and able 
to read and write in Arabic 
participated. 
Data were analyzed using descriptive statistics, 
Pearson’s correlation, t tests, and multiple 
logistic regressions. 
The results showed that women lacked 
knowledge about breast cancer. Social norms 
and self-efficacy were listed as highly factors 
that influence women in engaging in 
mammography screening, younger women 
were more enthusiastic to indicate intention 
to engage in mammographic screening.  
 
Effects of Socio-economic and 
Demographic Factors in Delayed 
Reporting and Late-stage 
Presentation among Patients with 
Breast Cancer Ali, et, al. 2008). 
 The study aimed to determine the impact 
of the socio-economic factors on the 
diagnosis stage of the cancer and symptom 
duration 
The data collected from Hospital 
Based Cancer Registry/Regional 
Cancer Centre, the total of the 
sample 522 
Cross tabulation was performed by stage at diagnosis 
and duration of symptoms (months) vs. all SEDs 
factors Statistical association between the above 
variables was tested using chi-square statistic 
 
 
The results showed that 53% of the participants 
reported about the case at late stage, while 45% 
reported at early stage. The result regarding the 
socio-economic factors show that risk in reporting 
at late stage is among widowed, divorced, 
unmarried, low income, primary education 
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The financial impact of 
cancer diagnosis support 
(Sharp & Timmons.2010). 
 
 The  study aimed to assess the impact 
of financial factor breast cancer 
A triangulation design was used 
(qualitative and quantitative 
methods). The study 
implemented in two stages, first 
on hospital based and the 
second one with cancer patients. 
A thematic approach was used for the analysis 
for qualitative  methods , using standard, 
descriptive methods. For quantitative part ,and  
scored is used to evaluate the level of 
responsive (the analysis, these categories were 
combined into three groups: normal, 
mild/modera te, severe/extremely severe 
 
The results  showed that patients in every 
socio-demographic group can be vulnerable 
to the financial difficulties as a result of 
cancer diagnosis, and also the financial 
circumstance impact at employee level 
because they obligated to have vacation from 
the work and this in turn impact the level of 
their income, most participants  declared 
need  for request financial support 
Breast cancer knowledge, 
attitudes, and screening 
behaviors among African 
American women: the Black 
cosmetologists promoting 
health program( Georgia et, 
al.2007) 
.the study aimed to asses knowledge, 
attitude and behaviors toward 
screening tests. 
The Health Belief Model the 
components of the HBM 
(perceived susceptibility, 
perceived benefits, cues to 
action, self-efficacy 
T-tests showed no difference in education level 
between the women who refused to participate 
versus those who participated. However there 
was a significant difference in age (p < .05, data 
not shown) between the women who 
participated and those who opted not to 
participate. Women who opted not to participate 
were somewhat older than those who agreed to 
participate. 
The results of the study showed that poor 
knowledge on breast cancer, knowledge gain 
42.3% , the information about that lumps are 
painless was known by  214participants 
(21.4%), 40% believed that evil spirit causes 
breast cancer and 259 (25.9%) reported that 
breast cancer result from an infection. Only 
(43.2%) were able to answer correctly that 
BSE is a method of diagnosis. There was an 
indication of positive health seeking behavior 
as a majority of the participants (mentioned 
that visiting the doctors was the best 
approach for breast cancer treatment, only 
34.9% participants practiced BSE. While 
(9.1%) had clinical breast examination (CBE) 
in the past year and no one had 
mammography examination 
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Cancer risk factors Knowledge 
among nurses in teaching 
hospitals(Ahmed et, al. 2006) 
The study aimed to identify breast cancer 
risk factors knowledge among nurses (in 
teaching hospitals of Karachi Pakistan) 
cross-sectional survey, stratified 
random 
Sampling. 
Descriptive analysis was run for the independent 
variables 
and the outcome, that is, knowledge regarding breast 
cancer risk factors considered as an ordinal variable 
 
 The results showed that 35% had good knowledge, 
40% had fair knowledge while 25% had poor 
knowledge of breast cancer risk factors. Ninety 
nine percent of the nurses considered breast cancer 
as a non-communicable disease and 96% 
responded that breast feeding is not the cause of 
developing breast cancer, 23% of nurses knew that 
being overweight increases the risk of breast 
cancer. Moreover, the participants believed that 
evil spirit had nothing to do with breast cancer. 
Breast self-examination: 
knowledge, attitudes, and 
practices among female health 
care workers in Tehran, al. 2007). 
to examine the knowledge of breast 
cancer, and the attitude and practice 
towards BSE 
A cross-sectional study, among a 
sample of female health care 
workers in Tehran, Iran. Using a 
purposed questionnaire, a total of 
410 women from seven health 
centers completed the questionnaire 
Analyzed using descriptive analysis which was tested 
using Chi-square at 5% level of significance 
The results showed that 75% of the women were 
aware about the prevalence of breast cancer while 
27% reported that breast pain is not a symptom of 
breast cancer. Moreover, 63% believed that BSE is 
not hard and 72% accepted that BSE needs time to 
do it   worrisome. Six percent of the women 
practice BSE regularly in month interval. While 
50% practice it on occasion and 44% had never 
performed BSE. The study also identified the 
uncontrolled factors relate with increase practicing 
of BSE which are over the age of 50, level of 
education and occupation. So the women with 
higher education and professional status, and 
possess a positive personal history about breast 
problems and their level of knowledge about BSE 
were good, were more likely to practice BSE than 
other female health workers 
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Knowledge and Practice of 
Breast Cancer Screening 
Amongst Public Health 
Nurses in Singapore (Chong, 
et, al. 2002). 
 
The study aimed to asses knowledge 
and practices of Breast cancer 
screening among health nurses 
 self-administered questionnaire 
was sent to all 447 nurses in the 
Public Health Service 
Knowledge scores ranged from 0-17 with one 
point given to a correct knowledge question, 
zero for wrong answer. multivariate analysis, 
The study showed that the nurses have 
known about most of risk factors of the breast 
cancer except the smoking, oral contraceptive 
(24.6%) (21.6%) respectively. In terms of 
practice (93.0%) nurses practiced BSE. The 
most common barriers for not to practice 
BSE were; “too busy” “forgot” and “not 
necessary”.  (53.6%) of the nurses had their 
breast examination by a doctor in the past one 
year, while 69.7% by a specialist and 30,3% 
by their family physician. 68.8% participants 
who were more than 50 years of age and 
31.1% who "were less than 50 years of age 
had history of mammography test 
Women's knowledge and 
beliefs regarding breast 
cancer.( Grunfeld et, al.2002) 
The study aimed to extract knowledge 
and believe about breast cancer. 
 among a sample of the general 
female population 
 Participants were randomly 
selected through the Postal 
Address File. 
Frequencies are summarized as percentages. 
Chi-square tests were used to analyze the 
categorical and attitudinal responses according 
to the groups. Multivariate analysis of variance 
was used to examine group differences in 
response to the scale data. 
The study showed that women had limited 
knowledge on risk factors and breast cancer 
related symptoms; only 23% correctly 
indicated that 1 in 10 have a probability to 
developed breast cancer. Less than one third 
acknowledged the role of advancing age as a 
potential risk factor, while more than 70 % of 
the sample recognized that painless breast 
lump, lump under armpit, nipple discharge 
are potential symptoms (Grunfeld et, 
al.2002). 
 
 45 
Study Main purpose Methodology Data analysis Findings 
 Knowledge, perception and 
attitudes of Hongkong Chinese 
women on screening 
mammographyand early breast 
cancer management.( Margaret et 
,al. 2005) 
 
The study aimed to assess the women level 
perception and attitude on screening 
mammography and early breast cancer 
management 
telephone survey  A survey was 
conducted of 1012 Hong Kong 
Chinese women, ages 18–69 years, 
to assess the level of knowledge, 
perceptions, and attitudes on 
screening mammography and the 
surgical management of early breast 
cancer survey, 
Data were analyzed using descriptive analysis 
which was tested using Chi-square at 5% level of 
significance 
The results showed that of this survey showed that 
58% had never heard of mammographic screening. 
While 47% of the participants had 
misunderstanding that mastectomy was the only 
curative treatment 
Breast cancer risk-factor and 
screening awareness among 
women nurses and teachers in 
Amman, Jordan (Madanat & 
Merrill, 2002) 
 
To determine the breast screening and risk 
factors awareness  
Survey study involved 163 nurses 
and 178 teachers and applied  , 
survey instrument was based on 2 
previously validated knowledge-
based questionnaires in the 
literature (Breast Cancer 
Knowledge Test and the 
Comprehensive Breast Cancer 
Questionnaire) 
Data were analyzed using descriptive analysis 
which was tested using Chi-square at 1% level of 
significance. 
The results showed that some factors that had vital 
influence on breast cancer screening such as 
profession, age and family history. The level of 
knowledge scores indicate significant difference 
between teachers and nurses (P= 0.8470). Nurses 
were more aware than teachers about the 
importance of breast cancer screening. The score of 
nurses was 88.3% compared with 73.1% for 
teacher. (P<.0001). 
Knowledge, attitudes, and 
practices related to breast cancer 
screening: a survey of Arabic 
women basis (Bener et. al, 2001). 
 
to assess, knowledge, attitude and practice 
related to breast cancer screening among 
women of United Arab Emirates 
Across sectional survey, utilized 
convenience sample as selected 
from 1,750 women aged 40-65 
years who, for any reason, attended 
primary health care (PHC) clinics in 
Al-Ain, United Arab Emirates 
(UAE). 
Data were analyzed using descriptive analysis 
which was tested using Chi-square at 5% level of 
significance 
The results showed that only (30%) of the women 
agreed that family history was a risk factor, while 
(45 %) incorrectly declared that most of the breast 
lump would become cancerous. Moreover, (33%) 
of the women knew that early breast cancer was 
painful, and most of the women agree toward 
breast examination under doctoral supervision 
(79%). However, only 14% had performed clinical 
breast examination and only 13% practiced breast 
self-examination and regularly on monthly basis 
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Attitude to, knowledge and 
practice of breast-self 
examination(BSE) in port 
Harcourt. Niger( Jebbin & 
Adotey 2004) 
 
The study aimed to highlight the 
extent of their knowledge vis-à-vis 
their practice of BSE. 
A written questionnaire was 
distributed to 200 women from 
different walks of life in Port 
Harcourt t 
Data were analyzed using descriptive analysis 
which was tested using Chi-square at 5% level 
of significance 
The results of this study showed that 85.5% 
of the participants had heard of BSE and 39% 
practiced it only on occasion. Moreover, the 
most sources of information for the 
participants were the news, media, nurses and 
physicians 
Knowledge, Attitude and 
Practice of Breast Self-
Examination among Women 
in Rivers State, 
Nigeria((Bellgam & 
Buowari.. 2012). 
 
The study aimed to investigate the 
practice of the women in Rivers State, 
Nigeria for breast self-examination as 
mammography is expensive and not 
readily available. 
 
 
cross-sectional study 
, The study population was 
made up of females who have 
attained puberty with breast 
development 
written closed ended 
questionnaire was applied after 
obtaining verbal consent 
Data were analyzed using descriptive analysis 
which was tested using Chi-square at 5% level 
of significance 
. The knowledge of BSE was (39.65%), and 
practice was (28.94%) which were both 
considered to be low. Moreover, the study 
showed that the educational factor had an 
impact on the levels of practice and 
knowledge of BSE, especially those who had 
secondary education and more (Bellgam & 
Buowari 2012). 
 
 
Breast cancer knowledge and 
screening practices among 
women in selected rural 
communities of Nigeria 
(Olowokere, et al. 2012). 
 
aimed to evaluate rural women’s 
awareness and knowledge of breast 
cancer and their screening practices 
The study follows a descriptive 
cross-sectional method, 
utilizing a self-developed 
structured questionnaire 
Data were analyzed using descriptive analysis 
which was tested using Chi-square at 5% level 
of significance. 
The results showed %52.7 of the women had 
enough knowledge about the risk factors of 
breast cancer and it’s symptoms. %52.8 had 
heard about BSE, and %51.7 heard about 
CBE. The study indicated that the lack of 
mammogram screening test in this rural area 
encouraged the women depend more on BSE 
to identify breast problems 
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Knowledge of secondary-
school female students on 
breast cancer and breast self-
examination in Jeddah, Saudi 
Arabia (Milaat, 2000). 
 
to recognize their knowledge of 
breast cancer and attitude towards 
breast self-examination (BSE 
A cross sectional study which 
included 6380 secondary-school 
female students in Jeddah 
Data were analyzed using descriptive analysis 
which was tested using Chi-square at 5% level 
of significance 
The study found that the level of knowledge 
was low about risk factors: were 80% of 
students answered incorrectly, and only 
39.1% mentioned that a lump is one symptom 
of breast cancer. However, only 47.1% of the 
participants  read or heard some information 
about breast cancer from different kinds of 
media and 15.2% of participants accepted 
that use of contraceptive pill is a potential 
risk factor. While (16.2%) have known that 
bleeding from the nipple is a sign of breast 
cancer 
Knowledge and Practice of 
Breast Self-Examination 
among Female Traders in 
Ibadan(Balogun & Owoaje, 
2003).  
 
to assess knowledge and practices of 
breast self-examination. 
The study targeted 281 female 
traders. An interviewer 
administered questionnaires to 
gain information on their socio 
demographic characteristics, 
knowledge and practice of 
breast self-examination. The 
women’s ages ranged between 
16-80 years. 
Data were analyzed using descriptive analysis 
which was tested using Chi-square at 5% level 
of significance 
The results of the study revealed that only 89 
(37.1%) of the traders were aware of breast 
self-examination, 51 (18.1%) of the traders 
had ever checked their breast, regarding the 
level of knowledge the study explored that 
awareness of breast self-examination was 
highest among those aged 50-59 years (p = 
0.067). Also, the result showed that there 
were associations between the awareness of 
BSE and the degree of educational 
achievement; women who had high education 
were more knowledgeable about breast self-
examination 
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Knowledge, Attitude, and 
Practices among Female 
Patients at MOH Clinics in 
Ramallah, Jenin and Hebron 
Districts(Kifah,2013) 
 
The study aimed to assess women’s 
knowledge, attitude and practices 
toward breast cancer and screening 
tests and to identify the barriers that 
deter them from practicing breast 
cancer screening tests. 
In this study, a triangulation 
design is used through 
quantitative descriptive and 
qualitative methods. 
Frequency and percentage were used for the 
descriptive result, Chi-square to investigate the 
relationship between dependent and 
independent variables. 
A level of p<0.05 was considered as statistically 
significant 
 The results showed that (81.8%) considered 
breast cancer as the most prevalent cancer 
type among Palestinian women, A total of 
(96.5%) answered that detecting a lump is the 
main symptom of breast cancer. (91.8%) 
have known that BSE is an early detection 
method. Only (21.6%) of the respondents 
monthly performed BSE in the past 12 
months. There was a statistically significant 
relationship between knowledge of breast 
cancer screening tests and level of education, 
BSE (P<.0021), CBE (P<.0384). 
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Chapter Three 
Theoretical and conceptual framework 
 
3. Introduction 
 
This chapter discusses one of the main models used to explain health related behaviors; 
Health Belief Model (HBM). This model stipulates the relationship between the personal 
behavior and health. The main variables of this model is also connected with studies related to 
health believe model. In part two, the chapter discusses the conceptual framework of the study 
which was built according to the studied literature reviews assessing the same research topic. 
In addition, some sub-items from HBM were adopted to strengthen the conceptual framework 
of the study. 
 
The goal of this study is to assess women’s knowledge, attitude and practices towards breast 
cancer and the breast cancer screening tests. There are many theoretical modules developed to 
interpret the factors and health behaviors associated with the compliance of the screening 
tests, the main theoretical modules are: health belief model (HBM), health locus of control 
(HLC), Tran’s theoretical model of behavior change, and the theory of planned behavior 
(TPB). These health belief models have been applied and recommended to determine the 
factors associated with screening health programs (Day et al., 2010).  
 
4.1 Theoretical framework /health believe model 
 
Health believe  model is one of the most common model used by many researches to explain 
health- related behaviors, it was applied in UK by Calnan in 1984, for mammography in Israel 
by Shiloh, 1997, and is most  used in the US by Champion, 1992, and Tayler ,1995 
(Lagerlund, 2002) .This model identifies that there is a relationship between personal 
behavior towards health, and the person’s perceptions regarding the threat of the disease, 
which later influences one’s health-related behavior and practices towards such threat 
(Heidari et al.,2008). The health model applied in the screening research to understand why 
the people do not attend these screening protective programs; in addition the health model has 
been recently used to assist decision makers for future plans regarding health services (Day et 
al., 2010). The health model included the following variables, "Perceived susceptibility, 
perceived severity or seriousness of consequences of experiencing the health problem, 
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perceived benefits of health action, perceived barriers or cost association with performing the 
health action model”. This model expands to have self-efficacy (Champion, 2006 in, Day, et, 
al. 2010.P.71).See the table (4) which shows the concepts, its definitions and applications:  
 (Table 3.1): Health Belief Model Variables. 
Concept Definition  Application 
Perceived 
susceptibility 
One’s opinion of 
chances of getting a 
condition 
 
Define populations at risk, risk level; 
personalize risk 
Based on a person’s features or behavior 
heighten perceived susceptibility if too low. 
Perceived 
severity 
One’s opinion of how 
serious a condition and 
its squeal are 
Specify consequences of the risk and the 
condition 
 
Perceived 
benefits 
One's opinion of the 
efficacy of the advised 
action to reduce risk or 
seriousness or impact 
Define action to take; how, where, when; 
clarify the positive effects to be expected. 
 
 
Perceived 
barriers 
One’s opinion of the 
tangible and 
psychological costs of 
the advised action 
Identify and reduce barriers 
through reassurance, incentives, assistance 
 
Cues to action Strategies to activate 
‘readiness 
Provide how‐to information, 
promote awareness, reminders 
Self‐efficacy Confidence in one’s 
ability to take action 
Provide training, guidance in 
performance action 
 
3.1.1 Description of the Health Belief Model 
 
The history of this model was originally from a group of physiologists in 1950.  HBM was 
used to assist the policy decision makers in illuminating the behaviors and beliefs of people 
towards new interventions, the HBM assists the researchers to answer as to why people would 
or would not use the available prevention services for such disease Tuberculosis(Glanz, 2002; 
U.S; CDC, 2003). The HBM recognized  by these variables that interrelate, perceived 
susceptibility which denotes  that when one is at risk of an illness they are subjective to one 
extreme, and that would be an individual who is in full refutation of any risk while the other 
 51 
would be an individual who feels menace is certain. The area between contains those who 
admit the statistical possibility of contracting an illness, but do not fully believe they will 
(Rosenstock, 1966; Lizewski, 2010). Perceived seriousness is the perception of the 
consequences of a negative health condition is also subjective, the beliefs of an illness causing 
pain, impairment, social stigma or death are examples of seriousness perceived (Rosenstock, 
1966), perceived benefits of taking action and rule on a course of action is shaped by the 
options accessible to the individual and the belief in their effectiveness. Action is thus 
dependent on having at least one course of action to prevent an illness from occurring while 
believing it will produce acceptable results (Rosenstock, 1966; Lizewski, 2010). Barriers of 
taking action, regardless of a belief being settled by a specific course of action may reduce a 
health threat, but the hesitancy may still take place among the clients, this hesitancy occurred 
when the readiness is low and negative aspects of the course of action are viewed as high, 
barriers are constructed preventing action. (Rosenstock, 1966; Lizewski, 2010). 
 
The HBM expanded to include another factor, self –efficiency; this concept underlines on 
personal judgments and the ability or willing to perform the actions toward the task, 
(Lizewski, 2010; Bandura,1986) Abraham & Sheeran (2005) agree about adding the self –
efficiency in the HBM and reported that it is a useful factor for explaining health behavior, 
and  has been attached to the HBM in1970s, when Bandura first introduced this concept of act 
or task specific self confidence, the example of “self –efficiency”  belief in one’s ability to 
perform a given behavior (Bandura, 1977 in  Victorian Cytology Service. 2010 ). Also  cue to 
action is a  second  predictor  added to HBM  when applied  to cervical and breast cancer 
screening method  to investigate the factors associated  by these screenings  by Austin, 
(Austin& Stewart,2002). The definition of cue of action is a variable that proposes by HBM 
are considered to be of the chain of events and measurements that have impacted on health 
behavior as an example of media, friends and personal experience (Graham, 2002). 
 
A Number of studies recommended that HBM is the underlying model in providing useful 
framework for understanding individual differences at health behavior sets. It is a good model 
in assisting in the designing of interventions to change behavior, and is considered as an 
imperative approach in persuading the individual in screening interventions (Victorian 
Cytology Service.2010; Yarbrough and Braden, 2001). Literature reviews about the utility of 
HBM show that this module explains most of the variables related to the breast screening 
behaviors and as a basic theory in the promotion of health education (Victorian Cytology 
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Service, 2010). The model  stipulates that behavior is influenced by a person’s perceptions of 
the threat posed by health problems, based on this perception the individual will change his or 
her action to reduce the threat (Glanz et al., 2002). 
 
Thus, with the importance of the HBM in the explaining of the health behaviors, many studies 
utilized it in predicting BSE behavior (Champion, 2003; Champion & Miller1992). It has also 
been used to explain other breast cancer detection behaviors (Barron, , & Foxall, 1998; 
Champion, 1984-1999; Hoeman & Ku, 1996). 
 
3.1.2 Studies related to HBM/Breast cancer 
 
Champion in health model, announced that the beliefs towards breast cancer have an 
influence on participating in breast cancer screening tests (Champion, 2006). In a study 
investigating the association between acculturation and barriers to breast cancer, which 
applied a health belief model scale to evaluate women’s beliefs about breast cancer, and the 
benefits of screenings, a weak but significant association existed between acculturation and 
barriers; Latin women attached more to the culture faced more barriers, because they are more 
exposed and are well known in their society. The study also showed that the highest barriers 
the Latin women faced were lack of privacy during breast examination and the pain caused by 
mammography (Pattino, 2007) 
 
A study published online on the 7th of April 2011, conducted among diverse socioeconomic 
and ethnic groups, addressed the influence of culture, emotions, and fatalism as related factors 
in a screening program. The study employed an integrative conceptual framework between 
281 Latino and Anglo women, using multi-group structural equation causal modeling. The 
study findings expressly showed that emotions and fatalism are direct negative influencing 
factors affecting the practicing of clinical breast examinations (Flynn & Patricia, 2011). 
 
A study entitled health beliefs and practices related to breast cancer screening in Filipino, 
Chinese and Asian-Indian women applied a cross-sectional descriptive design to examine 
differences in health beliefs (i.e. perceived susceptibility, perceived seriousness, perceived 
benefits, and perceived barriers) toward breast cancer screening in these women. 125 women 
completed self-administered questionnaires that assessed screening practices (i.e. breast self-
exam, clinical breast exam, and mammography), related beliefs and knowledge. The results 
showed that the influence of ethnicity on perceptions of susceptibility and seriousness related 
to breast cancer. The results indicated three different barriers reported in all three ethnic 
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groups; I do not need mammogram if I feel ok, waiting time is too long, I do not know where 
to get a mammogram (Wu et al., 2005). 
 
A study entitled Health Belief Model of Breast Cancer Screening for female College Students, 
aimed to identify female college student breast cancer screening beliefs and practice 
associated to the HBM. An independent variable was used in order to examine BSE and CBE 
practices related to the components of the HBM and participant demographics. The results 
indicated that the participants were aware of and performed BSE but did not practice 
regularly. Moreover, the participants were more compliant to CBE than BSE. However, the 
study showed no relationship between the components of HBM and breast cancer screening 
behaviors (Frankenfeild, 2009). 
 
Cultural and socioeconomic status play a vital role in women's perception about the use of 
knowledge, availability and the understanding of health care services (Sharife, 2000 in Amin, 
2008). 
Religious and cultural differences that shape perceptions about health prevention may reduce 
the incidence of screening practices (Geol, 1994, Rememnick, 2006, Raja –Jones 1999, 
Maxwell, Bancej, Sinder, Vik, 2001, in Amin, 2008). 
 
Thus, as illustrated in the aforementioned studies, the HBM is applied in several studies as a 
theoretical framework to study BSE and the behaviors against other breast cancer screening 
tests (Barron, & Foxall, 1997; Champion, 1984 1999; Hoeman & Ku, 1996 in Hajian, 2011). 
This model is an arbitrator model to investigate culturally relevant differences associated with 
screening behaviors (Cohen & Zearly, 2005; Yarbrough SS and Braden CJ, 2001). 
This table below summarizes the utility of HBM of breast cancer screening test: 
(Table 3.2): Summary of the utility of the Health Belief Model Breast Cancer Detection  
HBM Build Example 
Perceived Severity How serious will breast cancer be? 
Perceived Susceptibility How likely am I to get breast cancer? 
Perceived Threat How bad will it be and how likely am I to get it? 
Cues to Action What will remind/cause me to perform screening? 
Self-efficacy Have I the skills/confidence to perform screening? 
Perceived Benefits What have I to gain from breast cancer screening? 
Perceived Barriers What is hindering me from breast cancer screening? 
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The table above manifests the stages of how women behave regarding the variables of HBM. 
Women first perceive that they are vulnerable to breast cancer (perceived susceptibility), then 
they become conscious to the severity of the disease (perceived seriousness), the women 
whom perceive that breast cancer is a serious disease will perform regular breast examination 
(cues to action). Thus, should the women realize, believe and  are confident of usefulness and 
feasibility of preventive programs (perceived benefit) and recognize  the obstacles and 
inhibitors are less effective  and dangerous than their benefits (perceived barriers)  (Glanz ,et 
al, 2002). 
  
The CDC stated that a woman needs to believe that the usefulness of breast cancer screening 
test override the consequences of their troubles to conduct the screening behaviors (CDC, 
2004). 
 
 3.2 The Conceptual Framework of the Study 
 
The conceptual framework has three overarching constructs. The first is the core blocks which 
are knowledge, attitude and practice, and are considered dependent variables. The second 
component is the demographic factors which are independent variables expected to affect the 
KAP variables. The third component is the barriers (independent variables) considered as 
factors that hinder women from practicing the breast screening tests. 
  
The structure of the conceptual framework is built depending on literature reviews of past 
studies similar to the researcher’s topic in addition to apply some HBM items such as 
seriousness variables example “I am afraid to think about breast cancer, if I developed breast 
cancer, I would not live longer than 5 years”. Benefits of variables examples are “The 
screening test is important or not important to detect lumps”. Self-Efficacy variables include 
“I know how to perform breast self-examination”. Cues to action variables include “What will 
remind/cause me to perform screening?” Barrier variables example: “What is hindering me 
from doing breast cancer screening?” 
 
The health belief model will be used to support he researcher in supporting and discussing the 
results, as well as to illustrate the attitude to an individual’s health, understand the women’s 
action toward breast screening tests and the factors that related to the KAP. 
 
 
 55 
3.3 Independent variables- Demographic and socio-economic 
 
In this study, a list of demographic and socioeconomic variables will be used which are: age, 
marital status, educational level, income, place of residence and religion. In a study by Taylor, 
he reported that the main determinates of health are as following; income, social support, 
education and literacy, employment and working conditions, social environments, physical 
environments, personal health practices and coping skills, healthy child development, biology 
and genetics endowment, health services, gender, and culture (Taylor, 2007 ). Jepson with 
other researchers carried out a systematic review in order to examine factors associated with 
the uptake of screening programs and to assess the effectiveness of methods used to increase 
uptake. They selected types of studies used for screening programs such as cohort, case 
controlled and randomized controlled trials (RCTs). Two reviewers participated in evaluating 
these studies (46,000 studies), and only 65 studies met the criteria designed by the 
researchers. The results showed that the determinants differed according to the type of 
screening test. All screening tests shared these three determinants; previous attendance, health 
insurance and age (Jepson et al., 2000). 
 
Different studies that aim to evaluate the barriers from practicing  breast cancer screening 
tests show that these barriers are related to culture, income, education, immigration status, and 
language barriers( Esterada, Trevino, & Ray, 1990 in Ahmadian ; Abu Samah,2012) also 
observed  that culture, education, income, and age, assist the  underuse of cancer screening 
methods among women’s population; for example, factors such as high education, marital 
status and employment were a foretelling of performance of breast self-exam (Madan ,et,al. 
2000, in  Ahmadian & Abu Samah, 2012). 
 
A study which involved 833 women of different cultures, aimed at determining the influence 
of social support on women’s commitment to the instructions of breast cancer screening. The 
study type, which involved three different races, average age of participating women was (42 
years), was cross sectional descriptive .The result indicated that women of higher income and 
higher education level received better social support than those who had lower income 
(Katapodi, et al., 2003). 
 
Several studies have also showed that income and education levels were main factors 
associated with mammography performing (Straughan & Seow, 2000; Juon et, al. 2002; 
Finney et, al., 2003 in Ahmadian & Abu Samah, 2012). A study entitled determinants of 
 56 
mammography use in rural and urban regions of Canada, recruited the asymptomatic women 
between the ages of 50-69, using data from the Canadian Community Health Survey for 
2002/03 and 2004/05. The results showed that participants who lived in rural and remote areas 
were less likely to have had a mammogram in the previous two years (Mcdonald & Sherman, 
2010). 
A study titled, "The Relationship between Select Variables and the Breast Cancer Screening 
Practices" involved 273 African-American women from two different sites. A designed 
questionnaire included demographics, knowledge, and individual breast cancer risk factors. 
The results showed that a number of factors for breast cancer screening is dependent upon 
age, education, income, age when gave birth to first child, menopause, and age menopause 
began (age of menarche, full term pregnancy, history of breast condition or disease, type of 
breast condition or disease, age when gave birth to first child, menopause, age menopause 
began). However breast cancer screening is independent of breast cancer knowledge, age of 
menarche, full term pregnancy, history of breast condition or disease, type of breast condition 
or disease, and family history of breast cancer (Stith,et al., 2001). 
  
A study conducted in UK revealed that participation in breast cancer screening tests related to 
the age factor, previous attendance, and social class and race (Jepson, 2000 in Threlfall 
Anthony & Fazil, 2009). 
3.4 Dependent factors Knowledge, Attitudes, Barriers and Practice Factors 
 
Threfall and Fazil identify the context of knowledge about any disease includes the following 
sources; knowledge of disease, knowledge of screening tests, history of attending the tests, 
perceived seriousness of disease. The attitude by expression to attend to the test, and barrier 
factors include lack of transport, cost and embarrassment from attendance in addition to the 
fear of exploring   positive results (Anthony & Fazil, 2009). 
The level of knowledge has an impact on the attendance of screening tests, mainly 
mammography use and breasts self-exam (Jarvandi et al., 2002; Secginli et, al. 2006; Han et 
al., 2000; Miller & Champion, 1996). 
 
A survey study aimed to assess women’s knowledge and perception of breast screening 
methods, including benefits and disadvantages, and to investigate the demographic and 
personal characteristics related to accurate knowledge. The survey study randomly 
interviewed 1000 women applying a designed questionnaire included the main knowledge of 
the breast cancer risk factors. The results showed an association between lower formal 
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education and knowledge that lacked accuracy. The women believed in the benefits of 
screening to detect cancer early on, as well as resulting in less invasive treatment.  Moreover, 
sixty-three per cent had no worries from breast screening. However, the worries of the women 
over 60 in this study, about mammogram screening were backed up by not being invited for 
further screening. Other worries of these women included not being offered screening earlier 
or more frequently, painful mammography and effects of radiation (Webster & Austoker, 
2006). 
 
A cross sectional survey interviewed attending women at a breast clinic for screening 
mammogram and women with diagnostic assessment plus women with newly diagnosed 
breast cancer. This survey aimed to investigate the relationship at different phases in the 
course of breast cancer care, between anxiety, knowledge, and attitudes of those women’s 
willingness to take part in randomized clinical trials. The results showed that the women who 
were more knowledgeable about randomized trials were more likely to participate (Phyllis, et 
al., 2001) 
 
Another study conducted in Turkey searched for the knowledge, attitude and behaviors among 
female teachers regarding breast cancer. 490 female teachers engaged in the study and the 
results indicated that 62.9% of the participants have insufficient knowledge about breast 
cancer (Temiz, 2002). 
 
In another study conducted and sponsored by Istanbul university with the cooperation of 
Florence Nightingale School of Nursing, Public Health Nursing Department, Sisli, indicated 
that the women whom at risk are more confident of BSE, have less barriers, attempt to have 
skills and knowledge about breast cancer, and these skills are what motivated them to do BSE 
(Institute of Public Health, 2005). 
 
Women that received social support from husbands, performed regular checkups, and 
received encouragement from family members and physicians were major users of CBE and 
mammography use (Hana el at., 2000). 
 
In one qualitative study that investigated the main barriers hindering women from performing 
screening tests, the most critical determinates were found to be fear ,anxiety ,modesty, lack of 
knowledge about cancer and the screening program, lack of  trust of health provider and 
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strong belief in destiny (Taylor et al., 2007). 
 
One study conducted in trial phase’s pre–post test design in three phases; pre intervention 
phase, intervention phase, and post intervention phase. The pre intervention phase employed 
an anthropometric assessment, and designed structured interview questionnaire which 
included personal and socio demographic data, past history of; breast diseases, women's 
knowledge, and BSE practice. The second phase (the intervention phase): The intervention 
program was constructed with the main objectives to improve women’s knowledge about BC 
and BSE and to promote their practice and performance technique of BSE as recommended 
by the American Cancer Society. The third phase (post intervention phase) was an evaluation 
of the program; 139 females involved in the study , that result pointed out  that women's 
education and knowledge level were significantly associated with the practice of BSE (Abd El 
Aziz  et al.,  2009). 
 
Data gathered from 100 Arab-American women with advanced stages of breast cancer using 
applied breast cancer literacy assessment tool, qualitative in-depth interviews in order to 
understand functional literacy levels on breast-self exams (BSE), clinical breast exams (CBE) 
and mammograms. The result of the educational program illustrated an improvement in 
women's knowledge of BSE (OR=0.15; 95% CI=0.04, 0.50) and CBE (OR=0.15; 95% 
CI=0.04, 0.54), more for women with higher education. This confirms that women's 
educational status plays a significant factor in planning educational programs to improve 
knowledge on breast cancer screening and prevention in this minority population (Arshad et 
al., 2010). 
 
3.5 Study conceptual framework  
 
 The conceptual framework consists dependent and independent variables. The dependent 
variables are knowledge regarding the breast cancers (risk factors, symptoms, prevention 
methods) ,screening tests knowledge, attitude toward breast cancer  and early detection(that 
BC is a dangerous disease , feeling toward the prevention methods "necessary or not ", the 
practice, barriers that prevent women from practicing the screening tests.  
 the Independent variables age-educational level - income – marital status – family history – 
occupation and place of residence . 
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The conceptual framework of the study is built based on the results of literature reviews in 
breast cancer KAP that indicated relationships between the independent variables (age, 
educational level, income, marital status, family history, occupation, religion) and the 
dependent variables; knowledge, attitude and practice that have an impact on the type of 
attitude toward screening, and also the compliance of practice. The conceptual framework 
also included barriers that will contribute to decrease the compliance or hinder women from 
performing breast cancer screening tests. 
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Figure: 1 Conceptual framework 
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3.6 Definitions of terms 
 
Basic knowledge refers to: understanding the topic. Attitude refers to women’s feelings 
towards the disease. Practice stands for the manner in which women reveal their knowledge 
and attitude through their actions (Minnesota, 2008). 
 
Adequate knowledge of mammogram: is when women provide correct statements about 
availability and use of exam and how practice, while attitude was considered appropriate 
when an expressed favorable opinion and consistently supports as example when they give a 
response it would be necessary while practicing was considered adequate when women 
reported undergoing it following a medical prescription or their own will. 
 
In this study “The evaluation of women’s knowledge shall depend on their answers to the 
questions regarding the screening tests (Mammogram. BCE, BSE). If these answers were 
correct and consistent then they can be described as having good knowledge. Whereas, 
attitude is considered positive when women have a positive sense towards the screening test 
and show agreement with these techniques. On the other hand; practice is considered as being 
complied according to universally recognized standards, when women answering to the 
questions related to each one of screening tests, is associated with their current and future 
willingness to regularly practice such tests and according to recommended age (Elsie et, al. 
2010). 
 
Screening: applying clinical test for asymptomatic person in order to detect the cancer at 
early stage before any symptoms emerge and it is secondary preventive technique and it 
includes BSE,CBE ,Mammogram .(WHO, 2008). 
 
Reproductive age: the age of women 15-49 years old (WHO, 2008). 
 
Primary health center: Primary health care is essential health care made accessible at a cost 
a country and community can afford, with methods that are practical, scientifically sound and 
socially acceptable (WHO, Geneva, 1998). 
 
Primary health care center level two: according to the type of service, the service provided 
in these clinics of level two are mother and child health care and immunization. 
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Primary health care center level three: Services provided in these clinics of level three is 
Mother and child health care and Immunization Family planning, Dental care and Health 
Education (MOH, 2011). 
 
3.7 Operational definition of variables 
 
Demographic and economic variables, part one in the questionnaire included six items as 
following: place of residence (village, city, camp), age (undefined), marital status (widowed, 
married, divorced, single, separated) income level, occupation (full time job, limited 
employment, unemployed (house wife) student)  educational level (illiterate, Elementary,  
Preliminary, Secondary, Tawjihi, Middle College,  Bachelors,  Post Graduate),  Religion 
(Muslim, Christian) (7 questions, P. 161). 
 
History and experience with disease:  This is the second part of the questionnaire, and 
includes four items, two ask about the family history, and personal history of breast cancer, 
while the other two items ask about the expectations of the size of the problem (4 questions 
P.161). 
 
Knowledge about breast cancer: is the third part of the questionnaire which includes 
knowledge of risk factor (14 items (American cancer society, 2012), the symptoms of breast 
cancer (8 items (American cancer society; MOH, educational material), the early detection 
methods (4 items (American cancer society, 2012; MOH educational material).P.162. 
 
Breast self-examination: is the fourth part which includes four main parts; knowledge, 
practice, attitude, and barriers. Knowledge asks about the recommended age of starting to 
perform this test, frequency of the test, the time, the technique, the sense of importance 
toward the test ,and the barriers that deter women from practicing this test (American Cancer 
Society, 2012; MOH educational material) (8 items).P.163. 
 
Clinical breast examination: is the fifth part and included eight items that address 
knowledge, attitude, and barriers toward clinical breast examination. The knowledge includes 
knowledge about the recommended age to start practicing, frequency of practicing before and 
after the age of 40, and times of having practiced it throughout a woman’s life. The attitude 
includes 2 items about sense of importance of CBE, and examination by male health provider 
barriers. (7).The barriers include 12 items and women were told to choose the three barriers if 
 63 
any are affecting her decision to do CBE.P.164. 
 
Mammogram test: is the sixth part of the questionnaire, and includes nine items that address, 
the knowledge about the recommended age to start practicing mammogram, frequency of the 
test before and after the age of 40 and the age of 50, number of times having the test 
performed during the woman’s life, knowledge whether the women knew that this test is a 
service free of charge, sense of importance and barriers (15 items). 
 
Women’s Altitude toward breast cancer:  is the seventh part which included ten items 
which describe the attitude of women toward when affected by breast cancer (10 items) and 
about feeling of urgency to visit a physician if she detected a lump in her breast, and 2 items 
about women’s expectations about whether breast cancer is a curable disease or not. 
 
Source of information: the source of information (7 item P.162.) 
 
Summary: This chapter presents the conceptual framework of the study, and reviewed some 
studies regarding the structure of conceptual framework; in addition it presented the 
definitions of the terms that the study addressed.  
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Chapter Four 
Methodology 
 
5. Introduction 
 
This study assessed the degree of knowledge, attitude, and practice toward breast cancer and 
screening tests among a sample of women who had visited maternal and child clinics at 
governmental clinics in four districts, (Jenin, Hebron, south Hebron and Ramallah) in the 
primary health care centers levels two, three and four. This chapter focused on the design of 
the study, the description of the tools used, data management, sampling, the pilot study, and 
the settings where the study took place. 
 
4.1 Study Design /Quantitative part  
Across sectional descriptive design in which both, quantitative and qualitative methods of 
data collection were used. 
In the quantitative part, a cross sectional study descriptive is used for assessing ,knowledge, 
practice, attitude of women toward breast cancer and screening test and to identify the barriers 
that deter them from using screening tests. Cross sectional studies are two types; descriptive 
and analytical. The application of any of them shall depend on the purpose of the study. As 
the researcher will collect exposure and outcome of the interest population, thus the 
descriptive study will be adopted (Geta Degh, 2006, in Elsie et al., 2010). 
Qualitative part  
In the qualitative study part 3 focus groups discussions were conducted by the researcher to 
identify women knowledge, attitude and practice toward breast cancer &screening tests and to 
understand the barriers that prevented them from using screening tests. 
 
The literature defined qualitative as an approach for collected information about beliefs, 
perceptions, and norms that are important to the target group (Lagerland, 2002). There are 
many tools of qualitative approaches; one of them used in this study is the focus group 
discussions. The FGDs have many definitions in literature, described as organized discussion 
(Kitzinger, 1994), group activity (Powell et, al. 1996), and an interaction between a group of 
participants. While a focus group as a group of individuals selected and gathered by 
researchers to discuss and collect notes according to their personal experience, in the topic 
that is the subject of the research (Powell et al., 1996) 
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4.2. Data collection /Quantitative part  
 
Data were collected through interviewer administrative structural questionnaire, which was 
developed after reviewing previous breast cancer studies, utilized MOH pamphlets, and the 
American Cancer Society recommendations 2012 about symptoms and risk factors of breast 
cancer. Data were collected in 2012. 
Qualitative part  
 
The researcher cooperated with one research assistant, who was co-facilitator and trained by 
the main researcher as note taker. The appointment was made to meet each group in a fixed 
day; the researcher introduced the study to each group at the beginning, and then asked them 
questions according to guide of FGD. 
4.3 .The study tools/ Quantitative part  
 
The questionnaire consists of six main parts: 
Part one: socio-demographic characteristics of the participants, personal and family history 
related to breast cancer 
This part included 9 items; age, level of education, occupation, marital status, monthly 
income, religion, place of residency (I.1- 7) and two items related to the family and personal 
history related to breast cancer disease (II.1-.2). 
 
Part two – knowledge of breast cancer  
This part contains 26 items about the knowledge of breast cancer. Items tackled breast cancer 
knowledge include the risk factors, symptoms, prevention modalities.( III-1, 1-14), III-2-(1-
8), III-4(1-4). The scale is, yes, no, and I do not know. 
 
Knowledge of screening tests. 
 This part contains 12 items the knowledge on availability of screening for breast cancer 
mammography as a free service, screening interval, criteria for screening. (IV 1-4) V 2-4 (V11-
5)  
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Part 3 –Attitude towards breast cancer and screening tests  
This part contains 10 items, the questions asses respondents feeling toward breast cancer 
disease, the main question asked the respondents "if you are affected by this disease what will 
you do? (V11 1-10) The scale is yes, no and do not know. In addition, another questions about 
their attitude toward the necessity of performing breast screening tests, (3 items), IV.6, V.6, 
V1.8) the last items (4 items), tackle the attitude toward breast cancer, (V.7, 8,9,10).  
Part 4 - Practice 
This part contains 6 items, for each type of screening tests, about whether the respondents had 
ever been screened, how many times and when was the last time they were screened. BSE 
(2items) CBE, (2) Mammogram, (2items), (IV.4, IV.5, V.1, V.5, V1.6 V1.7). 
Part 5 -Barrier 
This part asked about the main reasons that deter women from practicing  each one of the 
screening tests ,covering social and cultural factors (health provider male , modesty ), 
economic  factors( cost of tests ) ,disadvantages of screening tests( painful , not necessary, 
lack of privacy)  personal factors( carelessness ,lack of time) . The barriers have been 
collected from the literature review studies and from the FGD. Barrier related to BSE are 11, 
barriers items related to CBE are 12, and barriers related to mammogram are15,( 
IV.7,V.8,V1.9). 
Part 6- source of information 
This part includes the main source of information mainly mentioned in literature reviews, and 
women’s answers in FGDs (Q.III.3). 
 
Qualitative part /Interviewed guide in FGD 
  
The purpose for that (FGD) is to get acquainted of more factors that deter women from 
performing breast cancer screening test, and also to explore the factors that  impact on their 
knowledge, attitude and practices, this focus group discussion contributed in building  
comprehensive conceptual model for this study, and the guided questions addressed 
knowledge attitude and practice. 
4.4 Data analysis 
4.4.1 Quantitative part; Data was entered in SPSS version 17, independent variables were 
analyzed by using descriptive statistics, frequency, and the variables are summarized into 
frequency and percentage. The associations between independent and dependent variables 
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were assessed using chi-square; P value of 0.05 and 95% confidence interval was used to test 
for statistical significance 
 
Knowledge assessment  
 
38 items were used to assess the knowledge of breast cancer and the knowledge of the 
screening test. The scale assessed using three options, Yes, No, I do not know, each correct 
response was given a code of 1 and a wrong response a code of 0, I do not know a code of 0. 
The level of knowledge was evaluated or computed by the Original Bloom’s cut Off Points 
80 – 100% - Good Knowledge 
60- 79% - Moderate Knowledge 
<60% - Poor Knowledge (Coscarelli & Shrock &, 2000; Guilford, 2011).Assessment of 
breast cancer knowledge 
26 items were used to assess the knowledge of breast cancer, the knowledge of risk factors 
(14 items), symptoms (8 items), and knowledge about the main early detection methods 
(4items).   
The level of knowledge was evaluated or computed by the Original Bloom’s cut Off Points 
80 – 100% - Good Knowledge 
60- 79% - Moderate Knowledge 
<60% - Poor Knowledge (Coscarelli & Shrock &, 2000; Guilford, 2011). 
 B.  Assessment of knowledge of screening tests 
The knowledge of screening tests included 12 items, availability of screening procedures (1 
point), eligibility for screening at what age (3 items), frequency of screening (items) and 
procedure of screening (1item).The level of knowledge was evaluated or computed by the 
Original Bloom’s cut Off Points. 
80 – 100% - Good Knowledge 
60- 79% - Moderate Knowledge 
<60% - Poor Knowledge (Coscarelli & Shrock, 2000; Guilford, 2011). 
C.  Assessment of attitude toward breast cancer and screening methods 
 
There were 17 points, the questions aimed to assess the participants feeling towards breast 
cancer and the importance of the screening tests. The participants who answered “yes” 
relating to the importance of the screening test were considered positive attitude. The second 
part which was the participants’ feeling towards breast cancer was assessed according to the 
high frequency and percentage of the most three feelings that women reported. 
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 Practice assessment 
The practice was assessed by action towards screening for breast cancer. Those who have 
performed the BSE on a monthly basis regarded it as a regular practice. Those who performed 
the CBE regarded the American Cancer Society recommendations for each age interval. 
Mammography practice was assessed regarding their age and regular practice regarded the 
MOH breast cancer pamphlet. 
 Barriers and source of information's assessments  
the percentage and frequency of the most three barriers that women reported toward breast 
cancer screening tests ,and rank the percentage of the source information's that women 
reported were categorized in table.  
 
4.4.2 Qualitative data 
 
The comments were translated into English and transcribed into Microsoft Word document. 
The transcriptions and verification were only done by the researcher; the data was then 
analyzed thematically. Thematic analysis approach for data analysis was used. Reading and 
re-reading of the transcripts was done to identify themes, the supervisor reviewed the data 
analysis is reliable. The researcher also held meetings with her supervisor from time to time to 
discuss issues around coding. 
 
4.5. Reliability of the Questionnaire 
 
The Cronbach’s alpha was used to assess the internal consistency for each domain (Huang et 
al., 2006). The Cronbach’s alpha is of this study is, 6.42. The reliability values of each 
domain shown in the table (4.1)  
(Table 4.1): reliability co-efficient of the study tool. 
Standard  Number of items  Cronbach’s alpha 
Knowledge of breast cancer risk factors  14 6.0 
Knowledge of breast cancer symptoms  8 6.4 
 Knowledge of breast Self -examination test  10 5.7 
Knowledge of clinical breast examination test  5 6.2 
Knowledge of mammogram test  11 6.5 
Attitude towered affected of breast cancer  3 6.9 
Practice toward breast cancer screening tests 5 6.0 
total  68 6.4 
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The results of internal consistency of study is not high, factor analysis could not be used in 
this study, as the main prerequisites for conducting factor analysis are the : following first, the 
variables  are measured  must be at an interval level, but in this study they are nominal 
variables, and the second,  data must be normally distributed and the data in this research  it is 
not so. Moreover, the third one is that there must not exist a correlation among the variables 
(Hof, 2012), however, in this study, there are high correlation among the variables,. In 
addition, The Multiple R for the relationship discloses that the relationship between the set of 
independent variables and the dependent variable is 0.689, which is strong. (Interview: 
Qalalwa, 2013, PBSC).  
4.6 Validity of the instruments 
4.6.1 Quantitative part  
The researcher submitted the assessment instrument to an expert panel for review, see annex 
J. This panel consisted of three individuals known for their expertise in an area directly 
related to cancer research, and survey design. The researcher sent a letter to each member of 
the panel, attached with the study’s aim and goals and the instrument to obtain his or her 
expert opinion regarding of the questionnaire. Upon receiving responses and feedback from 
the expert panel, the researcher modified the survey instrument according to their 
recommendations. The panel of experts’ orientations included altering the questions to be 
close ended, categorizing the attitude, as one of the screening test methods. 
4.6.2Creditity of the instrument/Qualitative part  
 
According to (Patton, 2002), trustworthiness addresses validity and reliability in qualitative 
research, and strategies to enhance, trustfulness include credibility and dependability. 
Credibility refers to whether the researcher accurately represented what the participant's 
thoughts, feel and do. It refers to the confidence one can have in the truth of the findings, to 
ensure credibility in this study, raw data was verified by the supervisor creditity  has also been 
ensured by the supervisor and other experts in the field, also the final report submitted to 
person who has long experience in working with  community breast cancer projects ,and the 
researcher compared one of ANERA FGD reports conducted with women in Salfit area which 
conducted to understand the women attitude ,knowledge and practice toward breast cancer 
and screening tests . 
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4.7 Piloting phase  
 
40 women were interviewed in the piloting phase, to ensure proper administration and face 
validity of the instrument; the questionnaire for the piloting phase was distributed in three 
regions. Women interviewed while attending gynecology clinics in Hebron, Jenin, and 
Ramallah. All women completed the questionnaire except for one woman in Jenin who 
apologized because she remembered that her daughter who was affected by this disease, she 
said “This takes me back to the memories with my daughter while we struggled with this 
disease ".  All the data collected was entered and analyzed. After analyzing the data, the 
questionnaire was modified in accordance with the orientation provided by the supervisor, the 
researcher and statistician. The modifications included; the open ended questions were 
changed to close ended, due to the different terminology the women used due to the 
differences in the levels of education. Thus, the researcher committed to applying the 
recommendations and instructions stated by the MOH and the American Cancer Society to be 
in close ended questions. 
 
4.8 Study Area 
 
The study was conducted at the maternal and child health centers in four districts: Hebron, 
South Hebron, Jenin, and Ramallah. The selection process was done using the list of the 
primary health clinics that provided maternal health services (pre-post antenatal, child health 
care, family planning, high risk pregnancy (MOH, 2010). 
4.9 Target population 
  
4.9.1Study population /quantitative part  
 
The study population consisted of all registered women that benefit from all services 
provided in primary Health Care centers (105,110) in the governmental clinics 
(MOH clinics) in the four governorates The primary health care provides the 
maternal and child health services including the following: pre and post natal, family 
planning, high risk pregnancy and child health services. The total number of 
registered beneficiaries is as in table 4.2 in the four districts (Jenín, Hebron, South 
Hebron, and Ramallah): 
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(Table( 4.2): Number of women registered at MOH clinics and benefited from 
services in maternal and child health care clinics 
District  Type of service    Total ,women beneficiaries  
Jenin  Prenatal  4061 
Jenin  Post natal  6536 
Jenin High risk pregnancy  438  
Jenin Family planning  6686 
Jenin Child health  5657 
Total 
 23378 
Ramallah Prenatal  3298 
Ramallah Post natal  1071 
Ramallah High risk pregnancy  347 
Ramallah Family planning  17932 
Ramallah Child health  5145 
Total   27793 
Hebron  Prenatal  4037 
Hebron Post natal  11870 
Hebron  High risk pregnancy  445 
Hebron  Family planning  8369 
Hebron  Child health 7825 
Total   32546 
South Hebron  Prenatal  3250 
South Hebron  Post natal  8730 
South Hebron  High risk pregnancy  514 
South Hebron  Family planning  3372 
South Hebron  Child health  5527 
Total   21393 
Total population   105,110 
Source of data: PHC annual report, 2010, MOH annual report 2011 
 
4.10 Sampling: 
 
4.10.1 Sample in quantitative part: 
 
The study utilized purposive sample in selecting the districts and random sample in selecting 
the sample and the clinics. The  process in selecting sample and clinics  were applied in two 
strata . The first stratum, 26 clinics were selected from 208 primary health clinics from level 
two and above primary health care centers. The number of clinics and the number of patients 
identified from the list of referral in June 2012 visiting the clinic for the first time. Thus, 
according to that, 7 clinics were selected from the governorate Jenin, 6 from the governorate 
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of Ramallah, 8 from the South of Hebron and 5 from the governorate of Hebron as shown in 
the table 4.3. 
Second stratum: selecting 390 female patients from total population according to the below 
equation. 
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p = proportion of true value of indicators  
t = confidence level at 95% (standard value of 1.96) 
E: erorr term is acceptaple  
Therefore, the sample size was 390 women within Confidence Interval in the percentage of 
95%. 
15 women were selected to be interviewed in the clinics, as the number 15 was calculated 
according to the total sample size divided by the number of randomly selected clinics. 
390/26= 15 
There for, the first 15 women who visited the clinic on the day of the data collection were 
interviewed. 
  
 
 
.
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(Table 4.3): Sample distribution  
Series number Sample 
size 
Governance Name of clinic Number 
of clinic Low value High 
value 
1 15 15 Jenin  Qabatia  25 
16 30 15 Jenin  Seliet -Athaher 44 
31 45 15 Jenin  Raba  29 
46 60 15 Jenin  Aja  34 
61 75 15 Jenin  Jalqmos 23 
76 90 15 Jenin  Etayba 3 
91 105 15 Jenin  Alhasmia 14 
Total  105    
106 120 15 Rammallah Rammallah-Aljadeda 85 
121 135 15 Rammallah Berzait  68 
136 150 15 Rammallah Beit Oer-Ethta  86 
151 165 15 Rammallah Qarwet Banizaid  96 
166 180 15 Rammallah Bleen  78 
181 195 15 Rammallah Daier bzya 80 
Total  90    
196 210 15 South Hebron  Almgbia  156 
211 225 15 South Hebron  Alkom  97 
226 240 15 South Hebron  Beit amera  133 
241 255 
15 South 
Hebron  
Al-semia 158 
256 270 15 South Hebron  Ras –Alasal -Elfoqa 123 
271 285 15 South Hebron  Trama  100 
286 300 15 South Hebron  Em –Elkheer  139 
301 315 15 South Hebron  Hmidi  141 
Total  120    
316 330 15 Hebron  Bani Naiem  195 
331 345 15 Hebron  Khras  175 
346 360 15 Hebron  Khalet –Edar  197 
361 375 15 Hebron  Esah  202 
376 390 15 Hebron  Safa  170 
Total   75    
Total 
population  
390    
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4.11 sample in qualitative part  
3 focus group were selected .Each focus group consisted 9 women selected purposively.  
4.12 The Ethical Consideration 
 
The research review committee at the School of Public Health of Al-Quds University 
reviewed and approved this research. The Palestinian MOH granted permission to access the 
selected clinics according to the above table. They were assured anonymity of participants 
and confidentiality of the data collected. 
 
Participants were asked to sign a consent form before the commencement of the study, 
showing their official approval to participate in this study.(Annex C&D) 
 
4.13 .Data collection 
 
The quantitative part: 
The data were collected by the researcher and three female assistant researchers after 
receiving training on how to fill in the questionnaire. The women were given an introduction 
about the research, and the women who were willing to answer the questions signed the 
consent form. The researchers reassured the women that the information they provide will be 
dealt with professionally and confidentiality.340 women out of 390agreed to participate in the 
study. 
 
The qualitative part of the data collection: 
Purposive sampling was used in selecting participants for the FGD for each district (Punch, 
2001) defines purposive sampling as a method in which particular settings, persons, or events 
are selected purposely in order to gain important information that cannot be acquired as well 
by other means.  
 
Data collectors  
 Data collectors consisted of two persons; the main researcher who took the role of the 
moderator and the research assistant who was trained by the researcher in note taking. The 
research assistant also ensured that the room was well ventilated and the chairs arranged in a 
circle for the focus group discussion. In the three FGDs, the researcher did not use a tape 
recorder because the women did not prefer to use it. The FGDs were conducted following the 
same pattern for three FGDs, in each FGD; introductions of everybody in the room were 
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made, each person introducing herself. Then the ground rules were set by the participants. The 
researcher then read the consent form to the participants, and with the help of the research 
assistant they signed the consent form. They also had name tags on, on the tags they were 
allowed to use cognomen to ensure confidentiality, the name tags were done for identification 
during the facilitation of the group and, this was done for the purpose of assisting the 
researcher during the data analysis process. The FGDs went well, everything happened as 
planned. The duration time of the three FGDs was approximately one and a half hours each 
one. After the FGD the participants were asked to fill in a small questionnaire which required 
their demographic information. Variables on the questionnaire included age, level of 
education, marital status, employment status, type of employment.(Annex F). 
 
Summary: This chapter reviewed the study design, research methods, sampling in addition to 
focusing on details about the quantitative and qualitative approach implemented in the study.  
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Chapter Five/Qualitative part  
Results  
 
Qualitative Part: Focus Groups Results of Breast Cancer& Screening Tests 
 
Introduction  
 
This chapter presents the main answers from the women in the three districts (Hebron, 
Ramllah, Jenin), concerning their attitude, knowledge and practice towards breast cancer and 
screening tests. It also highlighted the main quotations that came up during the FGDs from the 
previously mentioned districts. 
This topic is sensitive one because it is attached death for women. The researcher took into 
consideration to introduce the aim of the study in simple words and being careful in using 
hard words, focused in appreciating the women who attended while reminding them that their 
participation is voluntary and should any one of them feel uncomfortable, they were free to 
leave the FGD. More over the researcher gave them time to answer all while staying 
emotionally connected with the women. 
Three FGDs were conducted in three different districts, Ramallah, Hebron, and Jenin. Twenty 
seven women engaged in these three FGDs. This topic is frightening; the discussion is 
stigmatized as it launched a taboo topic, one that injects them with rays of fear. Their attitudes 
toward the subject were clear from the first moment of discussion, all of them were very quiet 
at first, looking at each other, waiting for the other to begin talking, and then when each one 
was asked individually and the question was directed as such, they answered. In addition, 
another attitude also noticed in Jenin’s FGD; two of the women when invited to join the FGD, 
accepted but apologized on the day of the FGD was held. The participants of the FGD 
commented on the absence of the other participants and said “this topic makes us scared, so 
maybe they are not brave enough to participate in such topic”. While in Hebron, as the 
researcher began talking and introducing the title of  the FGD, one of the participants, a 50 
year old woman, became very  nervous and withdrew from the debate and she said “ I cannot 
stay in this type of discussion ,I cannot believe how you could speak and work in this topic, it 
is multi scary “. 
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The samples included young and older women. The researcher tried as much as possible for 
the FGD to be homogenous; the main challenges that researcher faced were the Apprehension 
of the topic; breast cancer is looked upon as a sensitive  issue that is not approved to be talked 
of openly, thus the FGDs were not homogenous .The recruitment of participants was not easy 
due to the type of topic; the researcher used network relationships and asked for help from 
well-known women from the three districts to assist in inviting the women to FGDs and they 
did.  
 
The women of Ramallah’s FGD were older than those of the other two FGDs; they were also 
more comfortable to talk about breast cancer than two other FG.  The participants from 
Rammallah reported that they received more awareness from different resources while in 
Jenin and Hebron, the women suffered from lack of educational materials, Hebron’s FGD was 
very conservative and there was more Apprehension about the breast cancer topic compared 
to other two FGDs. In order to decrease the apprehension amongst the Hebron FGD 
participants, the researcher broke the ice by engaging them in simple topics such as asking 
them about what they had done the previous day and their favorite foods. This contributed to 
reducing the apprehension and paved the way for the researcher’s questions.  
 
In qualitative analysis ten main themes and threatens subthemes were addressed as following: 
5.1 Cancer accelerating  
  
The majority of the participants considered breast cancer to have become a very common 
disease in Palestine, and expected the percentage to  be 50%, now days; this expectation 
comes from the number of cases they heard of in their community “married  woman,50 years  
in Jenin  said “ we  heard of 20  women having been affected by this disease “ while in 
Hebron  they could not expect the percentage because the city is so big “we expected that 
most cases are in the area close to Dimona”. 
 
5.2 Curable versus incurable disease 
 
Two attitudes appeared in the FGD; one attitude expressed by the participants was that breast 
cancer is a curable disease while the other attitude expressed negativity; an incurable disease 
associated with death. 
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Few interviewed women justified the possibility of cure from this disease by believing that it 
is dependent on early detection, mentioning that medical procedures are developing. 
However, the most of interviewed women perceived breast cancer as a source of suffering for 
a woman that leads to death. Women supported their perception by narrating what they had 
witnessed their relatives or friends who had suffered this vicious disease. There were women 
who explained that even if a woman is cured for a few years, the breast cancer will come back 
and kill her as one unmarried woman,49 years old  in Jenin said “although a person  would be 
cured from this disease, it will be the main cause of death later, I have experience in this, one 
of my relatives was cured but after some years she died from the breast cancer ,she is my 
brother’s  wife, affected by breast cancer and received full treatment but after she was cured 
the disease came back again”. 
 
Majority of the women explained that the word cancer by itself is a source of fear that is 
overstated by the society, which leads to it being referred to in people’s conversations as “that 
disease”. 
 
5.3 Fear of the risk of disrupt their family and fear from death ,and diminished 
femininity. 
 
5.3.1 Disrupt their family: 
 
It was a common perception among the FGD that young women affected by breast cancer 
suffer more than older ones. The women reasoned that older women have grown-up children 
who would take care of them, while the younger women’s children are still too young and 
need an affectionate person who would take care of them. 
 
One married woman from Hebron 36 years old said “we worry so much if we have small kids, 
who will take care about them; small kids are victims of the women affected by breast cancer"  
5.3.2 Fear from death: 
 
In all the FGDs, women perceived breast cancer as a source of psychological suffering for the 
woman, and the women in the FGD agreed that breast cancer cases were tied with death. one 
woman in Jenin said "when we heard women affected by the breast cancer ,directly remember 
the death"  
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Another  married woman, 40 years old in Ramallah’s FGD  said  “when one is affected by 
breast cancer,  this  exhausts her thoughts  and becomes obsessive(in Arabic alwaswas ) 
making her full  of sadness all the time ". 
 
5.3.3 Diminished Femininity 
 
The FGD in Ramallah expressed new issue that was not raised in the other two FGDs; which 
is the image of femininity; this is consider to be as worrying issue that increases women’s 
fear; breast cancer brings fear of a distorted body image and loss of femininity as it inflicts a 
body organ that symbolizes femininity and motherhood. 
 
One married woman 37 years old in Ramallah said "Breast cancer is frightening and we think 
of how our shape will be distorted". 
 
Another woman married 42 year old woman said "my neighbor was affected by breast cancer 
and underwent a mastectomy, she used an artificial breast”. Another woman, 50 year old 
widow, reported the body changes as a result of chemotherapy " my neighbor  has breast 
cancer ,she looks at herself and says  “my hair is gone, my eye brows are gone” ,I saw her 
,and felt  pity for her, she looks at herself in the mirror all the time ". 
 
5.4 Knowledge about the breast cancer 
 
5.4.1 Comfort in acquiring breast health knowledge  
 
In all the FGDs, women talked about seeing or hearing about breast cancer and breast health 
examinations on TV, radio, newspapers, doctor’s clinics , from  close relatives  or friends that 
have personal experience, one woman in Rammalla said "each month nurse from Qusta 
Victoria came and give us information about breast cancer "In addition, they talked about 
attending lectures on breast cancer at nearby NGOs or learning about how to do BSE from the 
physician in the maternity and child health care centers. 
 The participants also talked about home visits by outreach workers to educate them about 
breast cancer. They expressed that their fears were soothed after acquiring breast health 
knowledge and skills which encouraged them to practice breast self-examinations. 
 
One married 47 year old woman in Jenin said “I attended a lecture two years ago given by 
community health workers and I was encouraged to do a BSE”. 
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Another married 55 years old woman in Ramallah said “Sometimes Augustus Victoria 
Hospital conducts an outreach program; health educational sessions about breast cancer, 
and they teach us how to perform a BSE and what to do if any symptoms are noticed". 
 
5.4.2 Cancer runs in families  
  
Breast cancer; age is generally not recognized as a risk factor for breast cancer in the three 
FGDs, participants across groups consistently reported that family history is  an obvious main 
factor as to whether someone might get breast cancer.   “If the mother is affected by breast 
cancer her daughter may be affected”. One married 26 year old woman in Jenin visited a 
doctor upon discovering a lump in her breast linked family history of breast cancer from a 
conversation she had with her physician “The doctor asked if there are women or close 
relatives affected by breast cancer”. 
 
The participants did not recognize that an unhealthy lifestyle could be attributed to increasing 
the chances to be affected with breast cancer. Only one 29 year old married woman from 
Hebron mentioned smoking, while most of the participants were generally unsure what the 
main risk factors of breast cancer are, but many participants were well informed that family 
history is a key risk factor of breast cancer. 
 
Lack of awareness regarding the risk factors for cancer, however, is obvious for the three 
groups. 
 
Some women reported that vegetables and fruits now days are full of hormones that cause and 
increase breast cancer cases. This point created a debate among the FGD women in Jenin. 
One 50 year old woman in Jenin said that “the fruits grow so fast now days due to the use of 
hormones; all types of cancer are caused by this type of vegetables and fruits”. While another 
unmarried 49 year old woman said “many people eat fertilized fruits and vegetables, but were 
not affected” and she mentioned an example "one school girl was affected by breast cancer, 
and she hasn’t been exposed to so much fertilized produce ". 
 
The participants were not well informed regarding the risk factors. They only knew of the 
genetic factor, while they had no information concerning the other factors. Only one 37 year 
old woman from Hebron reported that contraceptive pills to be a risk factor “I have a small 
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lump, when I visited the doctor he ask me if I had been taking contraceptive pills for long time 
, and that is how I became aware that the contraceptive pill is a risk factor”. 
Knowledge and awareness was considerably higher among those who had personal 
experience with breast cancer or (through a friend or family member).  In fact, almost half of 
the participants reported that they knew someone in their immediate family or a family of a 
close friend that had been affected by breast cancer. “One young woman 29 years old in Jenin 
said “I went with my sister in law to the doctor because she has a lump and the doctor told us 
about the risk factors”. 
 
5.5 Knowing Symptoms  
 
Women in the FGD were a little more aware about the breast cancer signs and symptoms. All 
participants reported the main symptoms which include 
 “Pain in the breast; finding a tumor; retracted nipple, change of the nipple color or 
shrinkage, new lump or mass”. 
 
Many women in the present study recognized a lump in the breast or under the arm as a sign 
of ‘illnesses”, but they did not know that this could signify breast cancer.  
 
One 37 year old woman in Ramallah’s FGD reported that she was referred to the hospital 
when the doctor found a lump in her breast. Another woman,  
40 years old, in Ramallah said   “if a mass is painful then it is fat tissue, if not this would be a 
sign of cancer”. Also, they reported redness in the nipple; mostly all women mentioned the 
mass or lump in the barest as a main symptom.  One 45 year old woman in Ramallah said 
“my neighbor has breast cancer. She allowed me to look at how her nipple has secreted black 
and green discharge”.   Another married woman, 39 years old, in Jenin’s FGD mentioned 
that the nipple “may be inverted ". 
 
Some misconception of perceptions of the symptoms and their seriousness, as in Hebron 
group reported that dizziness is one symptom of breast cancer. 
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5.6 Attitudes  
 
5.6.1 Anxiety and fear  
 
In this question the research are aware  about this sensitive question ,used smooth and 
common traditional quotations like (God bless you ), in addition to giving the participants the 
choice to putting this question upon their choices ,if any did not want to answer she has the 
decision. 
  
When the women were asked about their feeling if they were to have known they had breast 
cancer. They became very anxious and their facial expression changed with complains from 
hearing such a question. The word breast cancer causes them to feel restless, anxious and 
uneasy; the mere stating of the word would result in getting the disease. Whenever anyone 
mentioned this it was left without being questioned and it put a lid on the discussion; 
“please” one 36 year old woman in Jenin said “I cannot be involved in this type of question”, 
breast cancer is still a taboo subject, the word cancer by itself is a source of restlessness and 
anxiety among women that is overstated by the community. 
 
 The women in the three focus groups used many quotes to describe their reaction should they 
be affected by breast cancer; I would break down completely, with fear and being scared, 
general fatigue and extreme hopelessness". 
 5.6.2 .God “Allah” is a common word in the FGDs 
 
The name of God was a common expression heard in all the FGDs. Women in FGDs 
expressed that breast cancer is destiny and by God, being a common dominant expression “we 
believe in our God”. The women’s discussions were under the umbrella of their beliefs in 
God, destiny, faith and religion. Their expressions circulated around “God protect us from 
such a disease”   and “Maybe I’d have a nervous breakdown (in Arabic Enhyar) but I would 
derive my strength from my strong faith" 
 
The women expressed their attitude towards the breast screening test judging it unnecessary 
based on their umbrella of beliefs. “I will not do any type of examination, I believe in my 
God” said a 47 year old married woman from Jenin. 
 
Finally, the discussion was concluded with a religious stain; with a strong unanimous belief 
that God will handle their destiny and recovery. The belief in destiny and that God is the 
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protector , later impacted in accepting that breast cancer is density ,thus screening tests are not 
necessary from their views , which means  that women have a negative attitude toward breast 
cancer regarding their religious  beliefs..  
 
5.7 Awareness about early detection tests of breast cancer 
 
Lack of sensitization of the early detection tests except for the test of BSE, and  as majority of 
the women thought  that  the cost of screening have indirectly affected the performing of 
breast cancer early detection methods , but the most commonly breast cancer early detection 
method was breast self-examination. 
 
During the FGDs, two unusual answers came from the women regarding early detection. One 
32 year old married woman said “the cleaning of the breast prevents breast cancer from 
happening”. While a 44 year old married woman from Ramallah said “My mother in law 
advised me to use a type of plant called Arum (alof) to protect myself from breast cancer”. 
All of the participants confirmed knowing that the self-breast examination test is one method 
for early prevention of breast cancer. 
Lack of support and seriousness for this disease was shown by a 41 year old woman in 
Ramallah "one day I felt a pain in my breast, my mother in law told me, to drink any type of 
herbs and I’d be ok”.  
 
5.8 BSE  
 
Most of the participants have known that breast self-examination is a screening method for 
the early detection of breast cancer. However, when asked about breast self-examination, 
most of these women said they did not practice breast self-examination, but the majority of 
the participants have fair information about the technique of breast cancer. 
 
All of the participants know the breast self-examination technique and the suitable time to 
perform it, but only two participants practice this method regularly, these two are in Hebron; 
one said it was her husband’s career that had an impact on her, as he works in a cancer 
department of a hospital. While the other was because one of her close relatives has breast 
cancer, “Her experience encourages me to do the breast self-examination test”. 
 
Moreover, most of the women have some information on how to perform the breast self-
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exam; they received the information from brochures, TV or from friends and health awareness 
sessions in clinics. In the FGDs there was no compliance from the women concerning the 
BSE, as half of the women had done it before but not on a regular basis. 
 
The attitude toward BSE is positive deeming it a vital test for early breast cancer symptoms 
detection and as the women agreed saying "it give signs if you have something in your 
breast". 
 
5.9 CBE 
 
The women lack sensitization about this type of early detection test. The majority of the 
respondents have not heard about this type of early detection, so the researcher rephrased the 
question in a different way "Has anyone of you visited a physician to examine her breast?”. 
 
One woman in each of the FGDs of Hebron and Jenin knew that clinical breast examinations 
are called "the examination that have done by physicians". 
  
 5.10 Mammogram limited knowledge regarding screening tests. 
 
In the two FGDs in Jenin and Hebron, lack of knowledge about the mammogram technique 
was evident, as they did not have accurate information about the instructions of a 
mammogram, and they tried to guess the answers. While the Ramallah FGD had fair 
information.  
 
One 27 year old woman in the Hebron FGD knew about mammograms since her husband 
works as a nurse in the breast cancer department of  Beit Jalla’s  hospital. While two women 
in Jenin knew about the mammogram from their experience” one woman said the wife of my 
uncle had this examination done”. 
 
5.11 Barriers affecting the practicing of Early Detection Measurements 
  
5.11.1 Children are coming first 
 
The women prioritize children and family needs (in Arabic Alythar), placing them before 
their own health. Women claimed that if they have enough resources they would take care of 
their own health. However, when there is limited money; women prioritized their children’s 
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and family’s needs and neglect their own health. Women used these quotes ““it is not of the 
first priorities, kids are the first priority" each one has children, our children are more 
important than us” Another woman said “the treatments are costly, because money should be 
spent on important issues”.  
 
5.11.2 Fear of Finding Symptoms 
  
Women in all the FGDs discussed the fear of finding symptoms as a barrier that stopped them 
from practicing breast self- examinations. Women talked about avoiding palpitating their 
breasts or going for CBE or mammography because they feared finding a lump. 
 A 47 year old married woman said “if you are scared of monkies you will see one in your 
way”. 
 
The women in the Hebron FGD agreed that fear is the main barrier stopping them from 
looking for symptoms "95% have a fear from exploring any symptoms". 
 
The participants in Hebron reported that all women are scared of breast cancer. A 29 year old 
woman from Hebron said “I saw women tore a prescription a nurse would give them for a 
breast examination in front of my eye , after they leave  the clinic”. 
 
5.11.3 Feel Safe from the Disease  
 
They felt safe from breast cancer and did not seek CBE or mammography screening because 
they did not feel any symptoms or because they are doing BSE at home and not having 
noticed any abnormal changes in their breasts. 
 
One 36 year old woman from Jenin said “If, by the breast self-exam, something is found, I 
would go, but if nothing is wrong, why should I go to get a clinical examination?” 
 
Women also expressed that they felt safe when the results of their first CBE or 
Mammography screening was negative and because of that they did not feel a need to go for 
periodic examinations. 
   
5.11.4 Personal Barriers  
 
Other reasons such as carelessness and laziness in addition to forgetfulness due to having 
many chores keep them busy and distracted them from practicing SBE, seeking CBE or 
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having a mammography. One 29 year old woman in Jenin said “my sister in law has a breast 
problem and she asked me to come to take the test in a clinic but I did not do that because I 
was busy with so many things 
 
5.11.5 Cultural barriers  
 
The issue of modesty and prudery is highly valued since the women were not comfortable 
exposing their breast to a health provider. A 49 year old woman from Jenin said “I am too shy 
to expose my breast". 
5.11.6 Mammogram has side effect 
 
In some FGDs, the women perceived mammography examination as painful and harmful. The 
women explained that such worries about possible harmful effects of x-rays were confirmed 
by their physicians. 
 
One 45 year old woman from Ramallah said that “the nurse did not give me any support 
during the mammogram, which was very painful”.A 49 year old woman from Jenin said, “We 
hear that if a woman undergoes a mammogram more than once, the x-rays would have a 
negative impact on her health later on”. 
 
5.11.7 Health Services /short falls 
 
Lack of privacy 
The women talked about the lack of respect, privacy, and confidentiality from their health 
care providers when they go to conduct a mammogram screening at MOH clinics. A 55 year 
old woman from Ramallah said"I took off my clothes for the mammogram, but the 
mammogram technician left me with the door open and began talking with the nurse, I felt so 
shy, this is my experience”. 
 
Lack of quality  
The mammogram devices at MOH clinics lack quality according to the participant’s views. 
“When we have the mammogram done at an MOH clinic, and show it to a private phycain, 
the physician would say they do not trust the quality of the MOH mammogram devices. They 
would ask us to redo the mammogram in a private clinic” 
 
Two of the women have had CBE conducted by a female physician. A 42 year old married 
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woman from Hebron said “the physician’s examination was not satisfying, I did not like the 
quality, of the examination, she did it quickly, and I was not comfortable”. 
 
Women are more concerned and have a fear of results of breast cancer, and they tend to rely 
on breast self-exam rather than mammography to detect a breast problem.  
 
Despite the barriers mentioned above, fear remains the dominant one among women targeted 
for the screening. This fear comes from the possibility of finding out that something is wrong. 
 
5.11 Family and Social Support towards Seeking Breast Health Care 
 
In all the FGDs, family and social support appeared to be a motivator that enabled women to 
overcome their fear and reluctance of seeking breast health care. The women experienced and 
appreciated receiving encouragement from their husbands or their mothers to practice breast 
health care. They talked about daughters and sons, but most of them reported that their 
daughters were more supportive than their sons .woman in Rammalla " my daughters are 
more supportive and felt with me when I  tested the lump" 
Summary: 
This part represented the main findings of the FGDs towards breast cancer and the screening 
tests, knowing about the Palestinian woman’s level of information regarding breast cancer as 
well as their attitudes, paired with their quotations. This type of approach assists the 
researcher to dig deeply into the women’s attitude towered breast cancer.  
 Part: survey results 
This part is divided in two sections, section one represents the frequencies for the variables of: 
Knowledge, Attitude and Practices, and the barriers. The second section represents the of the 
relationship between the dependent and independent variables, by using Chi-square. 
5.1 Statistical Analysis  
  
Out of 390 women enrolled in this study, 341 were available for the final analysis with a 
response of (87.2%). To achieve the purpose of the study, frequency and percentage were 
used for the descriptive result, Chi-square to investigate the relationship between dependent 
and independent variables, The ANOVA test was not used to investigate the relationship in 
this study because this test should evaluate the variables which were interval or ratio scaled 
(Park, 2009). Thus, in this test, all the variables are nominal and not interval. In such cases, 
Chi-square test is recommended. The Chi square prerequisite sample size must be large 
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enough so that the expected count in each cell is greater than or equal to 5.In this research, 
more than 90%, of the cell is greater than or equal to 5. To test for more significance, we used 
approximations which are the likelihood ratio statistic the Pearson’s chi-square statistic and 
linear by linear association ( Sachan & Bhattacharya, 2012). In addition, to verify that there is 
an association between independent and dependent variables a confounding variable was. A 
level of p<0.05 was considered as statistically significant. 
 
To evaluate the level of knowledge, we applied Bloom’s cut Off Points. 80 – 100% - Good 
Knowledge,60, 79% - Moderate Knowledge, <60%  Poor Knowledge (Coscarelli & Shrock, 
2000; Guilford, 2011), yes is consider as right answer . While assessing the participants’ 
attitudes of those who answered “yes” relating to the importance of the screening test were 
considered positive attitude. The assessing of good practice according to ACS for each 
screening test were as following, for those who have performed the BSE on a monthly basis 
regarded it as a regular practice, while those who performed the CBE, we considered each age 
interval according to ACS, however mammography practice was assessed, according to MOH 
breast cancer brochure, taking into consideration age of the women. 
 
6.2 Demographic details of the respondents   
 
The socio demographic characteristics of participants are shown in Table (9) which included 
residency, education, occupation, age, religion, marital status and income. The mean age of 
the women was, 33, median age is 31 and the majority of the participants were in the age 
group of 20-29, representing 41.5% of the sample. Most of the participants (86%) were 
married ,while 36 ( 11%) of the women from the sample are single, part of the  women 
brought child from their families while others are insured  menopausal women who were 
coming for consultancy  from family planning or the nurse in the clinics about health 
problems. And Muslim (100%). Most of the participants ’education levels were Tawjihi 23%. 
The majority of participants income is up to 1599 NIS ,37.9%.Th.e result showed that most of 
the respondents were house wives-unemployed  (77%), as for the rest of the sample, (10%) 
had full time jobs, (6%) had part time jobs, while (7%) were students. 
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(Table 6.1-A): Socio-demographic characteristics of the study group  
 
Item  Number/ Percentage 
Residency    
City  34 (10%) 
Village  300 (89%) 
Camp  4 (1%) 
Total  338  
Age group  Number/ Percentage 
20-29  137 (41.5%) 
30-39  115 (34.8%) 
40-49  48 (14.5%) 
50-59  16 (4.8%) 
60-69  6 (1.8%) 
Total  322 
Marital status  Number/ Percentage 
Single  36  (11%) 
Married  292 (86%) 
Widowed  4 (1%) 
Divorced  4 (1%) 
Separated  4 (1%) 
Total  341 (100%) 
Education level  Number/ Percentage 
Illiterate  4 (1%) 
Elementary  21 (6%) 
Preliminary  69 (20%) 
Secondary school  59 (17%) 
Tawjihi  78 (23%) 
Diploma  34 (10%) 
BA 72 (21%) 
High education  4 (1 %) 
Total 341 (100%) 
Occupation  Number 
Full job more than 35hours /week  34- (10%) 
student  23 (7%) 
Part time 19 (6%) 
House wife –unemployed  264 (77%) 
Total  340  (100%)  
Income   
up to 1599 NIS 128 (37.9%) 
1600-2399NIS 87 (25.7%) 
2400-3399 84 (24.9%) 
3400 -4399 13 (3.8%) 
4400 and above 26 (7.7%) 
Total 338 (100.0%)  
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6.3 History of Breast Cancer 
 
The results indicated that (18.8%) of the participants had family history of breast cancer, 
while (81.2%) had no family history of breast cancer. However, (12.2%) 6.2. 
 
(Table 6.2):  History of Breast Cancer. 
Item  
Are any of your relatives 
(first degree relatives: 
daughter, sister, aunt mother) 
affected by breast cancer? 
Total 
Yes No 
Frequency 64 276 340 
 Percent 18.8% 81.2% 100.0% 
 
Most of the participants in the study (81.8%) knew that breast cancer is the most prevalent 
cancer in Palestine among women. While (91.5%) of the women agreed that breast cancer is a 
dangerous disease. 
6.4 Risk Factors Knowledge 
 
The results regarding the knowledge of risk factors using prompted questions indicated that 
(69.8%) of the sample knew that BC occurrence increases with increasing age, (65.9%) 
believed that family history play a role in the occurrence of BC. The knowledge regarding the 
late or early menarche occupied the percentage (30.2%, 40.0%) respectively. The other 
factors percentages are having a diet high in fat, lack of physical activity, smoking (-60.4%, 
54.5%-, 77.1%) respectively. The other factors are infertility which formed (51.2%), 
consumption of oral contraceptive occupied (62.1%), while hormone therapy after menopause 
indicated (67.1%), and having a child at a late age indicated (44.3%),the highest percentage is 
the breast feeding (81.2%) 
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Table (6.3): Shows the result of risk factor knowledge of Respondents  
 
  
Is the BC a prevalent 
disease among women in 
Palestine?  
Do you know that the BC 
presents a danger on 
women’s health?  
Advanced 
age(aging) 
Inherited  (family 
history) 
  Frequency/ Percent Frequency/ Percent Frequency/ Percent Frequency/ Percent 
Yes  279 (81.8%) 312 (91.5%) 238 (69.8%) 224 (65.9%) 
NO 52 (15.2%) 20 (5.9%) 71 (20.8%) 98 928.8%) 
I do not  know 10 (2-9%) 9 (2.6%) 32 (9.4%) 18 (5.3%) 
Total 341 341 341 340 
  Infertility  Overweight  Lack of  physical 
activity 
Hormone therapy after 
menopause 
  Frequency/ Percent Frequency/ Percent Frequency/ Percent Frequency/ Percent 
Yes 174 (51.25) 183 (53.7%) 186 (54.5%) 228 (67.1%) 
No 111 (32.6%) 107 (31.4%) 102 (29.9%) 49 (14.4%) 
I do not know 55 (16.2%) 51 (15.0%) 53 (15.5%) 63 (18.5%) 
Total 340 341 341 340 
  
 Early age at menarche(12 
years old 
Late age at menarche 
(after 55 years old) 
Recent oral 
contraceptive use Breast feeding 
  Frequency/ Percent Frequency/ Percent Frequency/ Percent Frequency/ percent 
Yes  103 (30.2%) 136 (40.0%) 211 (62.1%) 277 (81.2%) 
No  147 (43.1%) 123(36.2%) 79 (23.2%) 47 (13.8%) 
I do not know  91 (26.7%) 81 (23.87%) 50 (14.7%) 17 (5.0%) 
Total 341 340 340 341 
     
 
High fat diet Smoking Alcohol 
consumption 
First birth at late age 
(30 years old  
 
Frequency/ Percent Frequency/ Percent 
Frequency/ 
Percent 
Frequency/ Percent 
 
Yes 206 (60.4%) 263 (77.1%) 231 (67.9%) 151 (44.3%) 
 
No 90 (26.4%) 49 (14.4%) 56 (16.5%) 123 (36.1%) 
 
I do not know 45 (13.2%) 29 (8.5%) 53 (15.6%) 67 (19.6%) 
 
Total 341 341 340 341 
 
 
6.5 Knowledge of Breast Cancer Symptoms  
 
The results concerning the knowledge of breast cancer symptoms indicated that finding a 
lump in the breast was (96.5%), nipple discharge or bloody discharge was (77.1%), nipple 
pain was (65.3%) and noticing thickening of the breast was (51.8%). Other symptoms 
included skin dimpling, (56.8%), thickness of breast skin is (53.5%), redness (52.1%) and 
breast or nipple pain was (71.5%) (Table 6.4). 
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(Table 6.4): Respondent’s knowledge of symptoms  
  Skin  dimpling Thickening of breast 
skin 
Redness, irritation, of 
nipple or breast skin Breast or nipple pain 
  Frequency/ Percent Frequency/ Percent Frequency/ Percent Frequency/ Percent 
  
Yes 193 (56.8%) 182 (53.5%) 177 (52.1%) 243 (71.5%) 
No 82 (24.1%) 79 (23.2%) 99 (29.1%) 67 (19.7%) 
I do not know 65 (19.1%) 79 (23.2%) 64 (18.8%) 30 (8.8%) 
Total 340 340 340 340 
  Lump in the breast  Nipple discharge or bloody discharge Nipple pain 
Thickening of the 
nipple 
  Frequency/ Percent Frequency/ Percent Frequency/ Percent Frequency/ Percent 
Yes 329 (96.5%) 262 (77.1%) 222 (65.3%) 176 (51.8%) 
No 7 (2.1%) 50 (14.7%) 103 (30.3%) 96 (28.2%) 
I do not know 5 (1.5%) 28 (8.2%) 15 (4.4%) 68 (20.0%) 
Total 341 340 340 340 
 
 
6.6 Respondent’s knowledge of Early Detection Methods 
  
The early detection methods are represented as following according to those who answered 
yes; BSE (91.8%), mammograms (74.6 %), and (85.6 %) of the women were aware of the 
clinical breast examination . 
 (Table 6.5): Distribution of women’s knowledge level regarding early detection methods 
of Breast Cancer  
 Variable    Frequency/ Percent 
Self-examination test 
Yes 313 (91.8%) 
No 24 (7.0%) 
I do not know  4 (1.2%) 
Total 341 (100.0%) 
Clinical breast examination 
Yes 291 (85.6%) 
No 44 (12.9%) 
I do not know 5 (1.5%) 
Total 340 (100.0%) 
Mammograms 
Yes 253 (74.6%) 
No 58 (17.1%) 
I do not know 28 (8.3%) 
Total 339 (100.0%) 
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6.7 Source of Breast Cancer Information 
 
Women reported that they received breast cancer information as follows; (33%) reported 
television, while (10%) from the internet, (11%) from the radio, (16%) from friends and 
relatives. (10%) of the women reported being informed from printed press, (18%) from health 
providers, while (2%) reported that their own experience with the disease was their source. 
 
 (Table 6.6):  Source of Breast Cancer Information  
Variable  Frequency / Percentage 
TV   251 (33%) 
Health providers 140 (18%) 
Friends and relatives 123 (16%) 
Radio 83 (11%) 
Printed press  76 (10%) 
Internet 73 (10%) 
My experience with this disease 15 (2%) 
Total  761 (100%) 
 
6.8 Knowledge of Breast Self-Examination 
The first sub question related to breast self- examination information was the right age, which 
is 20 years old according to the American Cancer Society; to begin performing BSE, (30.5%) 
of the participants provided the right answer. The second item concerned the timing of 
performing BSE, and (50.7%) of the women responded with the correct answer reported that 
BSE should be performed once monthly four days after the menstrual cycle end. (69.3%) of 
the participants think they know how to perform the BSE. The fifth item concerned 
performing the BSE monthly and regularly, (44.2%) answered they did ,see annex J :regular 
practicing of BSE monthly regarding the age .The sixth item asked of the number of times the 
women actually performed BSE during the past 12 months only (21.6%) of them answered 
correctly; (monthly). Furthermore, the seventh sub item concerned realizing the importance of 
BSE as a method for early detection of breast cancer, (93.4%) responded with yes. (69.8%) of 
the respondents have known the technique of standing in front of a mirror to perform the BSE, 
while, (12.8) of the  respondents have known the technique of standing with their arms 
slightly raised to perform the BSE.  Moreover, (17.4%) have known the technique of putting 
their arm behind their head for the BSE. As for the barriers hindering women from 
performing BSE, the six most highlighted barriers were; “I do not have breast problems” 
(20.8%),  “carelessness” (16.6%), “Laziness” (14.6%),“,fears of detecting symptoms “ 
(14.1) and (11.5%) said “My God protects me”. 
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(Table 6.7- A): Knowledge of Breast Self-Examination. 
At what age should a woman begin breast self-
examination? 
Frequency/ Valid 
Percent 
20 104 (30.5%) 
30 77 (22.6%) 
35 102 (29.9%) 
I do not know  58 (17.0%) 
Total 341 (100.0%) 
How often should breast self-examination be performed? 
Per week 26  (7.6%) 
Monthly,  four days after the end of menstrual  cycle 173 (50.7%) 
Per two month s 72 (21.1%) 
I  do not know 70 (20.5%) 
Total 341 (100.0%) 
Do you know how to perform Breast Self -Examination (BSE)? 
Yes 233 (69.3%) 
No 103 (30.7%) 
Total 336 (100.0%) 
Mention the main steps to performing BSE 
Standing in front of a mirror with hands pressing firmly down 
on your hips, look at your breasts for any changes of size, 
shape contour. 
164 (69.8%) 
Standing with your arm only slightly raised so you can easily 
feel in this area, , look at your breasts for any changes of size, 
shape contour 
30 (12.8%) 
Put your arms behind your head, stress your body muscles, and 
notice any changes in your breast 
41 (17.4%) 
Total 235 (100.0%) 
Do you perform or practice self-breast examination monthly  
and regularly? 
Yes 111 (44.2%) 
No 140 (55.8%) 
Total 251 (100.0%) 
How many times have you practiced BSE in the past 12 months? 
Monthly  47 (21.6%) 
One per two months  24 (11.0%) 
Twice or more per year  38 (17.4%) 
Five times during five years  3 (1.4%) 
Undefined  106 (48.6%) 
Total 218 (100.0%) 
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(Table 6.7- B): Knowledge of Breast Self-Examination. 
At what age should a woman begin breast self-
examination? 
Frequency/ Valid 
Percent 
Is the BSE important and assists in early detection of  
breast cancer? 
Yes 225 (93.4%) 
No 3 (1.2%) 
I do not know  13 (5.4%) 
Total 241 (100.0%) 
Why did you not practicing breast self-examination regularly? 
I do not have breast problem 166 (20.8%) 
Carelessness 133 (16.6%) 
Laziness 117 (14.6%) 
Fears of detecting any symptoms 113 (14.1%) 
My God protects me  92 (11.5%) 
I am still young to perform such  examination 46 (5.8%) 
Unsure about its benefit or accuracy 42 (5.3%) 
I don’t have enough knowledge about this examination 40 (5.0%) 
Time consuming 23 (2.9%) 
I have not been advised for doing so 19 (2.4%) 
Embracement to see my breast in mirror or touch 8 (1.0%) 
Total 799 (100.0%) 
 
6.9 Clinical Breast Examination Test Information 
 
The first sub item was “Have you ever had your breasts examined by a physician or nurse?” 
only (28.5%) answered yes, see the Appendix-J percentage of women examined breast by 
physician or nurse regarding the age .The second sub item was “At which age should a 
woman begin performing CBE?” (55.4%) answered correctly20-30 years old. The third sub 
item was “Do you know the number of times the breasts should be examined by a physician 
or nurse prior to the age of 40?” (70.4%) answered correctly, the forth sub item “Do you 
know the number of times the breasts should be examined by a physician or nurse after to the 
age of 40”.  The fifth sub item was “How many times did you have your breasts examined by 
a nurse or physician during your life?” (68.3%) of the participants replied saying they did not 
perform it at all during their life. The sixth sub item was “Do you believe it important to 
perform CBE by a nurse or physician?” to which (92.4%) responded with yes. The seventh 
sub item was “Would you allow a male physician perform CBE for you?” to which (57.6%) 
answered yes. The eighth sub item was the barriers hindering women from performing CBE; 
the five most highlighted barriers were “I do not have breast problems, and no one advised me 
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to do so” (22%), “My God protects me” (14%), “Fear from detecting symptoms” (14%), 
“Laziness” (14%), and “Financial cost; I have other priorities” (15%) . 
 
(Table 6.8.A): Clinical Breast Examination Test Information  
Item Frequency/ Valid Percent 
Have you ever had your done your breast examination by doctor or nurse? 
Yes 97 (28.5%) 
No 243 (71.5%) 
Total 340 (100.0%) 
At which age should a woman begin performing CBE? 
20-30 189 (55.4%) 
35 111 (32.6%) 
I do not know 41 (12.0%) 
Total 341 (100.0%) 
Do you know the number of times the breasts should be examined by a 
physician or nurse after the age of 40? 
once from 1-3 years  240 (70.4%) 
I do not know 101 (29.6%) 
Total 341 (100%) 
How many times did you have your breasts examined by a nurse or physician 
during your life? 
1-3 times 88 (25.8%) 
3-5 times 9 (2.6%) 
More than 5 times 6 (1.8%) 
Never 233 (68.3%) 
I do not know 5 (1.5%) 
Total 341 (100.0%) 
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(Table 6.8.B): Clinical Breast Examination Test Information  
Item 
 
Frequency/ Valid 
Percent 
Do you believe it important to perform CBE by a nurse or physician? 
Yes 314 (92.4%) 
No 26 (7.6%) 
Total 340 (100.0%) 
Would you allow a male physician perform CBE for you? 
Yes 194 (57.6%) 
No 143 (42.4%) 
Total 337 (100.0%) 
What are the barriers hindering women from performing CBE? 
I do not have breast problems, I have not been advised for 
doing so 
179 (22%) 
Financial costs and I have other priorities.  120 (15%) 
My God protects me 118 (14%) 
Laziness 115 (14%) 
Fears of detecting any symptoms 114 (14%) 
Embracement Because  the health provider is man 48 (6%) 
I am still young to perform such  examination 47 (6%) 
The examination needs time 26 (3%) 
I don’t have enough knowledge about this examination 18 (2%) 
Unsure about its benefit or accuracy 15 (2%) 
I don’t want anyone to know about my disease 9 (1%) 
I’ve  heard it is painful examination 8 (1%) 
Total 817 (100%) 
 
6.10 Information about Mammogram  
 
 The first sub item was “recommended age for mammogram examination”, to which (16.1%) 
of the women answered correctly, above 40 years old according to the MOH protocol )  The 
second sub item was “How often should a mammogram be performed after the age of 40 to 
which (28.7%) answered correctly. The third sub item was “How often should a mammogram 
be performed after the age of 50?” to which it is once a year (54.9%) answered correctly.  The 
forth item was “Do you know that mammogram test is free of charge at MOH clinics in West 
Bank?” to which only (37.5%) said yes. The fifth sub item was “have you had a mammogram 
performed at the age of 40 and above?”(47.3: The sixth sub item was “the number of times 
you examined your breast by mammogram?” to which (84.1%) of women answered “never”. 
See Annex J: distributing of practicing of mammogram according to the age. The eighth sub 
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item was “Is the mammogram important in assisting and detecting early breast cancer?” to 
which (83.6%) answered yes. The ninth sub item was about “barriers hindering women from 
performing mammogram”, to which (25.3%) responded “fear of detecting symptoms”, 
(13.2%) reported that “laziness” was their reasons. (11.7%) said “I am still too young to 
perform this test”. 
(Table  6.9- A): Information about Mammogram  
Item   Number / Percentage 
Recommended age for mammogram examination 
Above 40 years old 55 (16.1%) 
Above 45 years old  36 (10.6%) 
I do not know  101 (29.6%) 
Total  341 (100.0%) 
How often should a mammogram be performed after the age of 40? 
Once per two years 96 (28.7%) 
Once per three years 45 (13.4%) 
Once per  year 194 (57.9%) 
Total  335 (100.0%) 
 How often should a mammogram be performed after the age of 50? 
Once per a year  184 (54.9%) 
Once per  two years  90 (26.9%) 
Once per three years  61 (18.2%) 
Total  335 (100.0%) 
Have you had a mammogram performed? 
Yes  36 (10.6%) 
No  304 (89.4%) 
Total 340 (100.0%) 
The number of times you examined your breast by mammogram? 
Once  27 (9.2%) 
Twice  6 (2.0%) 
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(Table  6.9- B): Information about Mammogram  
Item   Number /Percentage 
More than two 1 (0.3%) 
Five times  13 (4.4%) 
Never 248 (84.1%) 
Total 295 (100.0%) 
Is the mammogram important in assisting and detecting early breast cancer? 
Yes 285 (83.6%) 
NO 56 (16.4%) 
Total 341 (100.0%) 
The barriers hindering women from performing mammogram  
Fears of detecting any symptoms 147 (25.3%) 
Laziness 77 (13.2%) 
I am still young to perform such  examination 68 (11.7%) 
I do not have breast problem 63 (10.8%) 
Unsure about its benefit or accuracy 61 (10.5%) 
I have other priorities.and the cost is high   49 (8.4%) 
The examination needs time 41 (7.0%) 
I’ve  heard it is painful examination 23 (4.0%) 
I don’t have enough knowledge about this examination 19 (3.3%) 
I have not been advised for doing  12 (2.1%)  
Embracement Because  the health provider is man 10 (1.7%) 
God Bless me  9 (1.5%) 
I don’t want anyone to know about my disease 3 (0.5%) 
Total 582 (100.0%) 
Do you know that mammogram test is free of charge in 
MOH clinics 
Yes No% I do not know % 
37.5 41.4 21.0 
 100 
 
6.11 Women’s feelings and expectations towards being affected with breast cancer 
 
The main three attitudes most obvious were; “I will feel scared” (31.9%), “I will suffer from a 
nervous breakdown” (11.3%), “I will consult a physician immediately” (27.3%). 
   (Table 6.10 ): Women’s feelings and expectations towards being affected with breast 
cancer 
 
Item  Frequency/ Percentage 
1. I will be scared 211 (31.9%) 
2. I will suffer from nervous breakdown  75 (11.3%) 
3. I will not tolerate that 65 (9.8%) 
4. I will consult a physician immediately. 181 (27.3%) 
5. I will ask help from my relatives and friends  42 (6.3%) 
6. I will use traditional and local therapeutic  remedies   5 (0.8%) 
7. I will go to the mosque or church and pray for god 10 (1.5%) 
8. I  will perform mastectomy  11 (1.7%) 
9. I will not do any thing  13 (2.0%) 
10.I will accept that, because it is  my fate 49 (7.4%) 
 662 (100.0%) 
 
6.12 If you feel a lump in your breast, how fast you will go to see physician? 
 
According to the participants’ answers, (69.7%) said they would go on the same day. 
(22.1%) said they would go within a week. As for the women who responded with 
“within a month” and “I do not know” gave the same percentage of (4.1%). 
 
6.13 Do you believe that breast cancer only occurs for the aging women? 
 
When the women were asked whether they believed that breast cancer only occurs for the 
aging women, (60%) answered yes. (23). 
6.14 Do you believe it rare for a woman with breast cancer to live more than five years? 
When the women were asked “do you believe it rare for a woman with breast cancer to live 
more within five years?”(42.8%) of them responded with yes.  
Table (6.11): women response about that breast cancer as curable disease . 
 
Frequency/ Valid Percent 
Yes 146 (42.8%) 
No. 195 (57.2%) 
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6.15 Part two: relationship between knowledge aspects of breast cancer and screening 
tests and demographic variables. 
Chi square was used to investigate the relationships between the dependent and independent 
variables, in addition the co-founder was used to explain the impact of the demographic 
variables (age, income, education marital status) on the knowledge ,attitude and practice 
,however ,only selected questions tested by the co-founder (selected questions from the 
sections of knowledge, practice).  
6.15.1 The relationships between knowledge of breast cancer & socio demographic 
variables 
 
The table (6.14) addresses the research question “Are there relationships between 
demographic variables (age, residency, educational level, religion, marital status, occupation 
and income) and the level of knowledge of breast cancer risk factors? “The Chi-square 
analyses were conducted in order to address this research question. The study shows, the 
variable which was significant was the level of education (.0490). Age(.0006) and the income 
(.0522) 
 (Table 6.12): Knowledge of breast cancer (Risk factors of breast cancer)/ associated 
with Demographic variables 
Variable Yes  No  P-value 
Education     
Less than tawjihi 
Tawjihi 
Above twajihi level 
 
17(16.7%) 
50(37.6%) 
77(72.6%) 
85(83.3%) 
83(62.4%) 
29(27.3%) 
0.0490 
Age     
20-29 
30-39 
40-49 
Above 49 
 
80(55.17%) 
70(60.86%) 
35(72.9%) 
13(59.09. %) 
65(44.8%) 
45(39.1%) 
13(27%) 
9(40.9%) 
.0006 
Income     
up to 1599 NIS 
1600-2339 NIS 
Above 2400NIS 
76(59.37%) 
55(63.2%) 
75(60.97%) 
52(40.6%) 
32(36.78%) 
48(39%) 
.0522 
   
 
 
The table (6.13) The table shows the strength of the relationship which amounted to 12%, a 
statistically significant amount of interpretation of any changes to the dependent variable of 
the so-called (R) square, thus the strength of the relationship  achieved is very suitable to 
explain the impact of the factors (income, age, occupation, education)  on the knowledge See 
Appendix M 
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Table (6.13): the relationship between knowledge and the independent variables to 
(income, age, occupation and education) 
Model  Unstandardized 
Coefficients 
Standardize
d 
Coefficients 
t Sig. 
B Std. 
Error 
Beta 
1 (Constant
) 
8.088 1.776  4.553 .000 
Q2age .097 .042 .146 2.346 .020 
Q3educat
ion 
.414 .218 .111 1.899 .054 
Q6work .087 .032 .103 1.978 .055 
Q7incom
e 
.000 .000 -.003 -.054 .957 
 
6.15.2 The relationships between of knowledge of breast cancer symptoms & socio 
demographic variables 
 
The table (6.15) addresses the research question “Are there relationships between 
demographic variables (age, educational level, and occupation) and the level of knowledge of 
breast cancer symptoms?” The significant variables were educational level, occupation and 
age (.0136, .0449, .0164) respectively. 
 
 (Table 6.14): The relationship knowledge of breast cancer symptoms and demographic 
variables  
Variable Yes  No  P-value 
Education     
Less than tawjihi 
Tawjihi 
Above twajihi level 
32(20.8%) 
19(24.8%) 
39(35.5%) 
122(79.2%) 
58(75.3%) 
71(64.5%) 
.0136 
Occupation     
Full job more than 35hours 
/week Part time 
Unemployed  
 32(60.4%) 
 
214(75%) 
 
 21(39.6%) 
 
71(24.9%) 
.0449 
Age  
 
   
20-29 
30-39 
40-49 
Above 49 
91(63.2%) 
73(63.5%) 
33(68.8%) 
16(72.7%) 
 
53(36.8%) 
42(36.5%) 
15(31.3%) 
5(27.2%) 
.0164 
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6.15.3 The relationships between the knowledge of breast cancer screening tests & Socio 
demographic variables 
 
 The table below addresses the research question “Are there relationships between 
demographic variables (age, residency, educational level, religion, marital status, occupation 
and income) and the level of knowledge of early detection method for breast cancer (breast 
self-examination, Clinical breast examination, mammogram, and biopsy)?” The significant 
variables regarding to BSE were, education, age and marital status, (.0021, .0001, .0275.) 
respectively.   
 (Table 6.15): The relationships between the knowledge of breast cancer screening tests 
& Socio demographic variables  
Variable  Yes  NO P-value  
1. BSE/Education     
Less than tawjihi 
Tawjihi 
Above twajihi level 
 
135(87.7%) 
70(89.7%) 
100(91.7%) 
19(12.3%) 
8(10.3%) 
9(9.3%) 
.0021 
Age     
20-29 
30-39 
40-49 
Above 49 
135(93.1%) 
107(93%) 
43(89.6%) 
17(77.27%) 
10(6.9%) 
8(7%) 
5(10.4%) 
5(22.7%) 
.0001 
2. CBE/Education  Yes No P-Value  
Less than tawjihi 
Tawjihi 
Above twajihi level 
 
132(86.2%) 
65(84.4%) 
94(85.5%) 
21(13.7%) 
12(15.6%) 
16(14.5%) 
.0384 
Age     
20-29 
30-39 
40-49 
Above 49 
120(83.3%) 
98(85.2%) 
43(89.6%) 
15(68.2%) 
24(16.7%) 
17(14.8%) 
5(10.4%) 
7(31.8%) 
.0538 
Income    
up to 1599 NIS 
1600-2339 NIS 
Above 2400NIS 
111(87.4%) 
73(83.9%) 
105(85.4%) 
16(12.6%) 
14(16.1%) 
18(14.6%) 
.0187 
Mammogram/Education  Yes No P-Value 
Less than tawjihi 
Tawjihi 
Above twajihi level 
 
112(73.2%) 
58(74.4%) 
83(76.8%) 
 
41(26.7%) 
20(25.6%) 
25(23.1%) 
 
.0458 
Income     
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up to 1599 NIS 
1600-2339 NIS 
Above 2400NIS 
95(74.2%) 
60(69.8%) 
96(78.7%) 
33(25.8%) 
26(30.2%) 
23(21.3%) 
.0187 
4. Biopsy Yes No P-value 
Less than tawjihi 
Tawjihi 
Above twajihi level 
 
115(75.1%) 
58(75.3%) 
77(71.3%) 
38(24.8%) 
19(24.6%) 
31(28.7%) 
.0008 
BSE/Marital status  Yes No P-value 
Married  
Unmarried  
 
264(90.4%) 
40(58.6%) 
28(9.6%) 
9(41.4%) 
.0275 
Mammogram /Martial 
status 
Yes No P-value 
Married  
Unmarried   
219(75.2%) 
34(69.4.2%) 
 
71(24.5%) 
15(30.6%) 
.0239 
CBE/Occupation  Yes  No  P –value  
Full job more than 
35hours /week& Part time  
Unemployed  
 
 
43(81.8%) 
 
247(92.1%0 
10(18.2%) 
 
75(7.9%) 
.0372 
 
The second test (CBE) “Are there relationships between demographic variables (age, 
residency, educational level, religion, marital status, occupation and income) and the level of 
knowledge of early detection method for breast cancer (clinical breast examination)?” The 
table (6.16) shows that the significant variables regarding to CBE were educational level, 
income, occupation and age (.0384, .0187, .0372, .0538) respectively.  
 
 The third test mammogram “Are there relationships between demographic variables (age, 
residency, educational level, religion, marital status, occupation and income) and the level of 
knowledge of early detection method for breast cancer (mammogram test)? The table (24) 
shows that the significant variables were education, marital status and income (.0458, 
.0220,.0187respectively). However, the variable found to be insignificant was the residency 
variable (.0958).  
 
The last test the research question “is there relationships between demographic variables (age, 
residency, educational level, religion, marital status, occupation and income) and the level of 
knowledge of early detection method for breast cancer (Biopsy)?”There is a significant 
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association between the following variables; education, and occupation (.0008, .0352) 
respectively.  
  
6.15.5 The relationship Knowledge of Breast self-examination and demographic 
variables 
 
The table (6.17) addresses the research question “are there relationships between demographic 
variables (age, residency, educational level, religion, marital status, occupation and income) 
and the level of knowledge of breast-self-examination. In the following questions, three items 
of knowledge are addressed which are; the age recommended to start performing BSE, the 
frequency of BSE, and the procedure of BSE. The results indicate an association significant 
variables relating to the time of performing BSE were  the marital status, age and education 
(.0009,.0557,.0051) respectively ,while the results indicate an association significant variables 
to the women’s knowledge of recommended age to begin performing the BSE which were as 
follows education , age  and income (.0017,.0421, .0070) respectively. While the results 
indicate an association significant variables' relating to the  knowing of procedure of BSE, 
which were as follows, marital status, education ,and income (.0427,.0129,.0495) 
respectively. 
 
Table (6.16): Knowledge of Breast self-examination associated with Socio demographic 
variables  
Variable  
 
Marital status Yes No P-value  
The time of 
performing 
BSE 
 
Married   
Un married   
19(6.5%) 
11(28.2%) 
273(93.5%) 
38(71.8%) 
.0009 
Age     
20-29 
30-39 
40-49 
Above 49 
74(51%) 
56(48.7%) 
29(60.4%) 
37(52.8%) 
71(48.9%) 
59(51.3%) 
19(39.6%) 
22(47.2%) 
 
.0557 
Education     
Less than tawjihi 
Tawjihi 
Above twajihi level 
 
14(9.2%) 
5(6.4%) 
7(6.4%) 
139(90.8%) 
73(93.6%) 
110(93.6%) 
.0051 
Do you 
know how to 
perform Self 
Marital status     
Married  
Unmarried  
201(69.8%) 
32(66.7%) 
87(30.2%) 
16(33.3%) 
.0427 
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Breast 
Examination 
(BSE) 
Education     
Less than tawjihi 
Tawjihi 
Above twajihi level 
 
147(64.8%) 
26(50%) 
59(71.9%) 
80(35.2%) 
26(50%) 
23(28.1%) 
.0129 
Income     
up to 1599 NIS 
1600-2339 NIS 
Above 2400NIS 
83(72.2%) 
58(66.7%) 
91(74.6%) 
42(27.8%) 
29(33.3%) 
31(25.4%) 
.0495 
At what age 
should a 
woman 
begin breast 
self-
examination 
Education  Yes  No  P-value  
 
Less than tawjihi 
Tawjihi 
Above twajihi level 
 
42(27.5%) 
19(24.3%) 
43(39%) 
111(72.5%) 
59(75.6%) 
67(60.9%) 
.0017 
Age     
20-29 
30-39 
40-49 
Above 49 
50(43.5%) 
32(27.8%) 
15(31.3%) 
22(31.4%) 
95(65.5%) 
83(72.1%) 
33(68.8%) 
48(68.5%) 
.0421 
Income     
up to 1599 NIS 
1600-2339 NIS 
Above 2400NIS 
28(21.8%) 
25(28.7%) 
49(39.8%) 
100(78.1%) 
62(71.3%) 
83(67.5%) 
.0070 
 
 
6.15.5 The relationship between knowledge of clinical breast examination and Socio 
demographic variables 
 
The association between knowledge on clinical breast examination with three demographic 
variables; age of performing CBE and the frequency of performing CBE after the age of 40 is 
indicated in the tables (26). 
Four variables are significantly associated with knowing the recommended age of CBE which 
are, education, marital status occupation, age and income (.0129,.0072,.0003,.0048,.0210) 
respectively.  
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 (Table 6.17): knowledge of clinical breast examination associated with Socio 
demographic variables  
Variable  Education  Yes  No  P –value  
Do you know at 
what age CBE 
will have done? 
 
Less than tawjihi 
Tawjihi 
Above twajihi level 
 
19(12.4%) 
15(19.2%) 
18(23.1%) 
134(87.6%) 
63(80.8%) 
78(76.9%) 
.0129 
Marital status Yes  No   
Married  
Unmarried  
40(13.7%) 
12(24.4%) 
252(86.3%) 
37(75.5%) 
.0072 
Occupation Yes  No   
Employed  
Unemployed 
9(17.9%) 
43(14.9%) 
44(82.1%) 
244(85%) 
.0003 
 Age     
20-29 
30-39 
40-49 
Above 49 
56(38.6%) 
53(46%) 
21(43.8%) 
5(22.7%) 
89(62.4%) 
62(53.9%) 
27(56.3%) 
15(77.3%) 
.0048 
 Income     
up to 1599 NIS 
1600-2339 NIS 
Above 2400NIS 
44(34.4%) 
36(41.3%) 
55(44.7%) 
84(65.6%) 
51(58.6%) 
68(55.3%) 
 
.0210 
Do you know how often CBE should be done after age 40 years old  
Marital status  
Unmarried  
Married   
Yes  No   
13(26.5%) 
130(44.5%) 
 
36(73.5%) 
162(55.5%) 
 
.0038 
Age     
20-29 
30-39 
40-49 
Above 49 
 
63(43.5%) 
47(40.9%) 
15(31.3%) 
11(50%) 
 
82(56.6%) 
68(59.1%) 
33(68.8%) 
11(50%) 
.0079 
Income     
up to 1599 NIS 
1600-2339 NIS 
Above 2400NIS 
44(34.4%) 
39(44.8%) 
54(43.9%) 
84(65.6%) 
48(55.2%) 
68(56.1%) 
.0137 
 
6.15.6 The relationship between Knowledge of Mammogram and Socio demographic 
variables  
 
The association between knowledge of mammogram with five  demographic variables which 
are; knowing the recommended age to start performing mammograms, frequency of 
performing mammogram before and after the age of 40 and after the age of 50, as well as 
knowing that the mammogram screening test is free of charge in Palestine. 
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Three variables are significantly associated with knowing the recommended age to start 
performing mammograms; marital status, occupation and income (.0388, .0223, 0004) 
respectively.  
The demographic variables with significant association to knowing the recommended about 
the frequency of performing mammogram between the age of 30-40 are occupation and 
income (.0384, .0306) respectively. 
The variables with significant association to knowing the recommended frequency of 
performing mammogram after the age of 50 are residency, occupation and age (.0363,.0008) 
respectively 
(Table 6.18): Knowledge of Mammogram associated with Socio demographic variables  
 
Variable   Marital status Yes  No  P- value 
Do you know 
recommended age 
for mammogram 
examination to 
start? 
 
Married  
Unmarried  
50(17.1%) 
13(26.5%) 
242(82.9%) 
36(73.5%) 
.0388 
Occupation  Yes  No   
Employed  
Unemployed  
9(15.55%) 
54(18.8%) 
44(84.45%) 
233(81.2%) 
.0233 
Income     
up to 1599 NIS 
1600-2339 NIS 
Above 2400NIS 
14(10.9%) 
15(12.2%) 
25(20.7%) 
114(89.1%) 
72(82.8%) 
98(79.3%) 
.0004 
Do you know how 
often 
mammogram 
should be done 
before age 40 
years (30-40) 
Occupation Yes No P -value 
Employed  
Unemployed  
19(28.8%)( 
83(30.2%) 
47(71.2%) 
192(69.8%) 
.0389 
Income     
up to 1599 NIS 
1600-2339 NIS 
Above 2400NIS 
11(8.9%) 
13(15.5%) 
23(19%) 
113(91.1%)71 
71(84.5%) 
98(80.9%) 
.0306 
Do you know how 
often 
mammogram 
should be done 
after age 50  years 
old 
Occupation  Yes No  
Employed  
Unemployed  
31(60.7%) 
152(53.7%) 
51(39.2%) 
131(46.3%) 
.0363 
Age     
20-29 
30-39 
40-49 
Above 49 
82(58.6%) 
68(59.6%) 
17(35.4%) 
11(50%) 
58(41.4%) 
46(40.4%) 
31(64.6%) 
11(50%) 
.0008 
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6.15.7 The relationship between knowledge of breast cancer risk factors and symptoms 
and history of first degree relative affected with this disease  
  
The table (20) shows that there is no significant association between having a relative affected 
with breast cancer and the level of knowledge. However, there is a significant association 
between the level of breast cancer early detection methods knowledge with having a first 
degree relative affected with this disease. The table (20) indicates that there is a significant 
relationship between having a first degree relative affected with this disease and knowing 
three tests; SBE, CBE and biopsy. (.0031, .0242, .0503, .0407) respectively. 
 
Table (6.19): History of breast cancer  
Item  P- Value  For test (Chi-Square) 
Symptoms .0867 
Self-examination test  .0031 
Clinical breast examination .0242 
Biopsy .0470 
 
6.15.8. The relationship between knowledge of breast cancer and risk factor symptoms 
and the history of breast cancer problems 
 
The following table indicates if the participating women have breast health problems during 
the last year and whether there is a significant association with their level of knowledge of 
risk factor and symptoms for breast cancer. Table 29 shows that there was only one 
significant association between knowing breast cancer risk factors and having had breast 
health problems in the past year (.0482).Also table (29) indicates if the participants have had 
breast health problems during the last year, thus there is a significant association with their 
level of knowledge of early detection methods of breast cancer. The results indicated that 
there is a relationship between the level of knowledge of three early detection methods; Breast 
self -examination, clinical breast examination and mammograms (.0292, .0159, .0357) 
respectively with having being affected with any breast problems in the past year. 
    (Table 6.20): History of breast cancer  
Variable  P- Value  For test (Chi-Square) 
Self-examination test  .0292 
Clinical breast examination .0159 
Mammograms .0357 
Biopsy .0650 
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6.16 Part three the relationship between practicing of screening tests and demographic 
variables  
 
The table (30) shows that there is a significant association between performing BSE regularly 
and education, occupation and income (.0258, .0304, .0324) respectively. Moreover ,the 
results show that relationships between examine of breast by doctor and marital status , 
occupation ,age and income (.0233,.0456,.0005.0007)respectively .While the results show 
there relationships between  performing mammogram and education ,marital status, age and 
income (.0134,.0035,.0002,.0055)respectively  
Table (6.21): The relationship between practicing BSE/CBE/Mammogram and 
demographic variables 
Variable   Education  Yes  No  P- value 
Do you perform or 
practice BSE regularly. 
Less than tawjihi 
Tawjihi 
Above twajihi level 
46(451%) 
27(46.6%) 
36(41%) 
56(54.9%) 
31(53.4%) 
52(95%) 
.0258 
Occupation  Yes  No  P –value 
Employed  
Unemployed  
9(26.4%) 
38(21.7%) 
25(73.5%) 
139(78.5%) 
.0304 
Income     
up to 1599 NIS 
1600-2339 NIS 
Above 2400NIS 
36(41.3%) 
26(40.6%) 
49(49.5%) 
51(58.6%) 
38(59.4%) 
50(50.5%) 
.0324 
Have you ever done 
your breast 
examination by 
doctor or nurse 
Marital status Yes No P –value  
Married   
Unmarried  
88(30.2%) 
11(22.4%) 
203(69.8%) 
38(77.6%) 
.0233 
Occupation  Yes No  P -value 
Employed  
Unemployed  
14(27.5%) 
83(29.2%) 
37(72.5%) 
201(70.8%) 
.0456 
Age  Yes No  P -value 
20-29 
30-39 
40-49 
Above 49 
28(19.4%) 
38(33.1%) 
20(41.7%) 
9(40.9%) 
116(80.6%) 
77(66.9%) 
28(58.3%) 
13(59.1%) 
.0005 
Income  Yes No  P -value 
up to 1599 NIS 
1600-2339 NIS 
Above 2400NIS 
31(24.2%) 
18(20.9%) 
48(39%) 
97(75.9%) 
68(79.1%) 
75(60.9%) 
.0007 
Have you had a 
mammogram 
performed 
Education  Yes No  P -value 
Less than tawjihi 
Tawjihi 
Above twajihi level 
11(10.8%) 
16(27.6%) 
9(10.2%) 
91(89.2%) 
58(72.4%) 
88(89.8%) 
                  .0134 
Martial status  Yes No  P -value 
Married  
Unmarried  
31(10.36%) 
5(10.2%) 
260 (69.6%) 
40(90%) 
.0035 
Age  Yes No  P -value 
20-29   42 (30.6%)  95(69.4%) .0002 
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30-39 
40-49 
Above 49 
  26( 22.2%) 
   15 (30.7%) 
    2(8.1%) 
 89(77.8%) 
 33(69.1%) 
20(91%) 
  Income  Yes No  P -value 
up to 1599 NIS 
1600-2339 NIS 
Above 2400NIS 
10(7.8%) 
5(5.8%) 
21(17.1%) 
118(92.2%) 
81(94.2%) 
102(82.9%) 
.0055 
 
The table(6.22 )shows the strength of the relationship which amounted to 21%, a statistically 
significant amount of interpretation of any changes to the dependent variable of the so-called 
(R) square, thus the strength of the relationship  achieved is very suitable to explain the 
impact of the factors (income, age, occupation, education)  on the practice . For more details, 
see Appendix M. 
 
Table (6.22): the relationship between practice and the independent variables to 
(income, age, occupation and education 
 
Model  Sum of 
Squares 
df Mean 
Square 
F Sig. 
1 Regress
ion 
551.184 4 137.796 3.527 .008(a) 
Residual 12579.073 322 39.065   
Total 13130.257 326    
a Predictors: (Constant), Q7income, Q2age, Q6work, Q3education 
b Dependent Variable: practice 
 
6.17 Part three the relationship between the participants’ attitude toward screening tests 
and demographic variables 
 
The table (31) shows that there is  relationships between  sense of the importance of the 
screening tests as follows ,there is relationships between sense of importance for BSE and 
marital status , education and age (.0155,.0116,.01111) ,moreover ,there is relationships 
between sense of the importance of BCE and each of these variables, education ,marital 
status, age and income  (.0016,.0135,.0018,.0000)respectively  ,while the results of  the sense 
of importance of mammogram indicated that there were relationships in the following 
,education ,marital status ,and income (.0287,.00214,.0012) respectively . 
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(Table 6.23): The relationship between the participants’ attitudes toward the sense of 
important of screening tests and demographic variables 
Variable  Marital status Yes No P -value 
Is the BSE is 
important and helper 
in early detection of 
breast cancer 
Unmarried  
Married 
24(82.05%) 
198(93%) 
6(17.95%) 
13(6.9%) 
.0155 
Education Yes  No  P –value  
Less than tawjihi 
Tawjihi 
Above twajihi level 
78(88.6%) 
50(90.9%) 
80(90.9%) 
10(11.3%) 
5(9.1%) 
8(9.1%) 
.0116 
 Age     
 20-29 
30-39 
40-49 
Above 49 
93(91.2%) 
82(94.2%) 
22(73.3%) 
35(81.4%) 
3(8.8%) 
5(5.7%) 
7(26.7%) 
8(18.6%) 
.0011 
Is the CBE is  
important and helper 
in early detection of 
breast cancer 
Education     
 
Less than tawjihi 
Tawjihi 
Above twajihi level 
88(89.8%) 
46(83.7%) 
80(90.9%) 
10(10.2%) 
9(16.3%) 
8(9.1%) 
.0016 
Marital status  Yes  No  P value  
Unmarried  
Married 
28(77.77%) 
284(92.2) 
8(22.3%) 
24(8.8%) 
.0135 
Age     
20-29 
30-39 
40-49 
Above 49 
126(86.8%) 
107(93.8%) 
42(87.5%) 
16(72.7%) 
19(13.1%) 
7(6.1%) 
6(12.5%) 
6(27.2%) 
.0018 
Income     
up to 1599 NIS 
1600-2339 NIS 
Above 2400NIS 
120(94.5%) 
82(94.2%) 
102(82.9%) 
7(5.5%) 
5(5.7%) 
21(17%) 
.0000 
Is mammogram is 
important and helper 
in early detection of 
breast cancer? 
Education   
  
Less than tawjihi 
Tawjihi 
Above twajihi level 
66(75%) 
44(80%) 
80(86.9%) 
22(25%) 
11(20%) 
12(13%) 
.0287 
Marital status  
   
Married  
Unmarried  
20(55.6%) 
264(87.4%) 
16(44.4%) 
38(12.5%) 
.0214 
 
Income  
   
up to 1599 NIS 
1600-2339 NIS 
Above 2400NIS 
85(66.9%) 
82(94.3%) 
99(79.8%) 
42(33.1%) 
5(5.7%) 
25(20.2%)) 
.0012 
 
The table(6.24 )shows the strength of the relationship which amounted to 20%, a statistically 
significant amount of interpretation of any changes to the dependent variable of the so-called 
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(R) square, thus the strength of the relationship  achieved is very suitable to explain the 
impact of the factors (income, age, occupation, education)  on the attitude. For more details, 
see Appendix M 
Table (6.24): the relationship between attitude and the independent variables to 
(income, age, occupation and education 
 
Model  Sum of Squares df Mean 
Square 
F Sig. 
1 Regressi
on 
287.586 4 71.897 3.141 .015(a) 
Residual 7370.071 322 22.888   
Total 7657.657 326    
a  Predictors: (Constant), Q7income, Q2age, Q6work, Q3education 
b  Dependent Variable: attitude  
Summary:  
A total of 341 women responded to fill out the questionnaire in this research. The majority of 
them are (20-29) years, the main findings showed that three risk factors have high percentage 
among the women ; not to breast feed (81.2%), smoking (77.1%) and the advanced age 
(69.8%),while the three main symptoms have known among women ,lump in the breast 
(96.5%),nipple discharge or bloody discharge (77.1%) and the breast or nipple pain (71.5%). 
The women reported that TV is the main source to get information about the breast cancer.    
Women  appeared to have a positive attitude toward the importance of the  breast cancer 
screening tests in detecting the cancer in early phase, 93.4% ,92.4%, 83.6% reported that three 
breast cancer screening tests are important ,BSE ,CBE ,and mammogram respectively .The 
women showed poor practice toward breast cancer screening tests,44.2% of the sample 
performed BSE regularly ,while 28.5% have visited doctor or nurse for CBE, while 47.3%  
from age 40 and above had examined breast by mammogram. Finally, the study showed that 
there is an association between the demographic variables (age, income, occupation, marital 
status and education) and knowledge, attitude and practice towards breast cancer and 
screening test among Palestinian women. There is association between  Education ,age, and 
the risk factors ,the significance value .0490 ,women above Tawjihi are the most impact ,age 
(20-29 ) have association with risk factors ,the significance value .0006 ,in addition there were 
association between attitude and demographic variables for the three screening tests, as an 
example between the age and BSE ,the significance ,.0156 ,the women between the age 20-29 
have more significance ,while there was association between education and CBE ,.0016,the 
women less than Tawjihi are more significant ,moreover ,there were association between 
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education and performing the BSE, .0258 ,women  less tan Tawjihi have significance  ,while 
age (30-39 ) has association with CBE examined .0005 , and the women with income above 
2400NIS have association with performed mammogram with significance .0055. The main 
barrier in the two screening tests (BSE,CBE) “I do not have breast problem “ .While “fears of 
detecting symptoms is the main barrier from examined breast by mammogram. 
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Chapter six  
Discussion of qualitative and quantitative findings  
 
6. Introduction  
 
This study aimed to assess the knowledge, attitude and practice (KAP)toward breast cancer 
and screening tests among women who were attending maternal health clinics in 26 primary 
health care centers in four governances, this chapter presents the results about the level of  the 
knowledge of risk factors ,level of knowledge of symptoms ,level of knowledge  about the 
early detection methods of breast cancer, level of knowledge about ,mammogram aspects 
,women attitudes, factors affecting participants KAP, and compare the results of the study 
with results of other studies conducted in different places.  
The study findings provided new insights into the KAP of Palestinian women towards breast 
cancer and its screening tests, trying to deeply assess their KAP employing a technique that 
applied the FGD and gained their quotations, giving them the opportunity to express 
regarding their attitudes. A majority of the women enrolled in this study were Muslim, in the 
reproductive age, mean age of 32 and come from villages and towns, most have finished 
Tawajhi which means they have a fair level of education. However, a majority of them were 
housewives with a level income that ranged between 1600-2399NIS. According to the 2010 
population report by the Palestinian Central Bureau Of Statistics, the poverty line (For two 
adults and three children ) is 2,2337 NIS , this means that our sample is very near the poverty 
line (PCBS, 2010). 
 
The majority of the sample are aware of the fact that breast cancer is the prevalent cancer 
among women in Palestine, with a percentage of (81.8%), and (91.5%) of them agreed that it 
is a dangerous disease. This result is consistent with the views the women expressed in the 
FGDs, considering breast cancer a common disease amongst women in Palestine.  
In one study conducted in Jordan, a neighboring country with very similar cultural aspects to 
Palestine, which enrolled 5230 Jordanian women above the age of 20 aimed at evaluating the 
knowledge and practicing of BSE. The results were similar to the ones of this study, women 
of both countries agreed that breast cancer is a prevalent disease. The results of the study 
conducted in Jordan indicated that (87%) of the women knew that breast cancer is prevalent 
disease among Jordanian women, (Akel, et al., 2006).  
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Also, another study conducted in Iran concurred with the results of this study conducted in 
Iran; the women were aware of the prevalence of breast cancer with a percentage of (75%) 
(Mahmoodi et, al .2007). These studies results assured our results, that women shared the 
same idea and strongly agree and are aware in opinion that breast cancer is a prevalent 
disease.  
 
7.1 The knowledge of risk factors 
 
 Is the essence of prevention, the results show that the women participants have moderate 
knowledge level in some risk factors and a poor level of knowledge in other risk factors. 
Results show that aging, family history, smoking, taking oral contraceptives and hormonal 
therapy after menopause were factors women had moderate levels of knowledge in, (65.9%, 
69,8%, 62,1%, 77.1%, 67.1%) respectively. While, early and late menarche, infertility, lack of 
physical activity having a first child at a late age, the women possessed low levels of 
knowledge in (30.2%, 40%, 51.2%, 54.5%, 44.3%) respectively. The 69.8%of the women 
reported that the family history is risk factor and participants across FGDs consistently 
reported that family history is an obvious main factor as to whether someone might be 
affected with breast cancer.   
 
In different studies that indicted different levels of knowledge about risk factors such as one 
study conducted in Vietnam found that women recognized that the family history as a risk 
factor with a percentage of (55%) (Pham, et al , 1992). While another study in Jeddah in the 
same field indicated that (80%) of students answered incorrectly questions about risk factors 
(Milaat, 2000). In addition, a base line study in the Emirates showed that only (30%) 
recognized family history as a risk factor of breast cancer (Bener, et al, 2001). 
Thus, based on the aforementioned studies, women attended MCH/MOH in the four 
governance’s possess a moderate level of knowledge about breast cancer and a fair 
background about the risk factors ,and women in this study have good knowledge compared 
with the other women as an example in Emirates  ,this is consider as positive issue to focus on 
and take it into while plan for health educational policy in Palestine. 
 
7.2 Knowledge of Symptoms 
 
Regarding the level of knowledge of symptoms, participant women have high knowledge that 
detecting a lump in their breast is a breast cancer symptom with a percentage of (96.5%), 
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which is considered a good percentage according to Bloom’s cut off point. This result was 
strongly consistent with that which women said in the FGDs. However, nipple discharge and 
nipple pain as well as nipple and breast pain, were symptoms the women possessed moderate 
levels of knowledge (77.1%, 65.2%, 71.5%). The other symptoms, thickness of breast skin, 
thickness of nipple, dimpling and redness, were symptoms the women possessed poor levels 
of knowledge in (53.3%, 51.8%, 56.8%, and 52.1%) respectively, according to Blooms cut off 
point. 
 
In the FGD, nipple discharge was the second well known symptom to women after the 
detection of a lump.  
A survey study in the UK agreed with this study’s results, showing that detecting a lump and 
nipple discharge are potential symptoms (Grunfeld, et, al. 2002). In another study conducted 
on Latinas in Huston, (29%) of the women were aware that pain in the breast is a warning 
sign for breast cancer (Maria A. et al, 2001).  While women in two studies in Vietnam and 
Jeddah, showed opposite results to those mentioned above; 1/3 reported that they did not 
know that a lump in the breast is not a sign of breast cancer, and (39.1%) of the women in the 
study in Jeddah reported that a lump is one symptom of breast cancer, while (16.2%) said 
blood discharge is a sign of breast cancer. (Milaat, 2001; Pham et al, 1992). 
7.3 Source of Information 
 
 In this study, television occupied the highest percentage as the source of information for 
women, with a percentage of (33%). The second highest source of information was the health 
provider (18%), and the third source was friends and relatives (16%). In MOH clinics, a 
brochure about breast cancer aspects is distributed, and these clinics have trained nurses to 
conduct health awareness sessions about the breast self-examination test. The women of the 
Hebron FGD mentioned that nurses would give the women referrals to go perform CBEs and 
mammograms, as this type of direction is a protocol of MOH for that reason health providers 
are the second source of information. This is a sign that health providers strive in their efforts 
to educate women about breast health, but more awareness activities should be carried out and 
headed. Also, the women in the Ramallah FGD talked about an outreach program from 
Augusta Victoria hospital.  
A study in Saudi Arabia to investigate KAP surrounding breast cancer, the women reported 
that printed media is the main source of information (Dandash, et al.,2007 ).Also, another 
study in Turkey applied Champion Health Believe Model which revealed that half of the 
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participants received their information from health professionals (Dündar  et al.,   2006). In 
Jordan, a descriptive cross sectional study was carried out among women above the age of 20; 
(58%) reported that their source of information about BSE was from the media (Akel, et al, 
2006). According to the results, it is clear that MOH has occupied good position relating to 
source of information among Palestinian women, however, MOH should work more to 
expand their health awareness activities to target more women.. 
 
7.4 Knowledge of Early detection method 
 
The participants were highly aware of early detection methods for breast cancer. The most 
prevalent method was BSE with a percentage of (91.8%). This result concurred with the 
results of the FGDs that BSE was the most popular technique the women knew of. In the 
quantitative results, (85.6%) of the women answered yes about knowing of the CBE. 
However, in a dissimilar result from the qualitative research, the women lack sensitization 
about this type of early detection test. The majority of the respondents have not heard about 
this type of early detection method, which required the questions be rephrased. One woman in 
each of the FGDs knew that the CBE was known as the examination performed by a 
physician. The two other early detection methods, and mammogram scored very similarly 
(74%, 74.6%) respectively.  In Al-Quds hospital in Iran, a study aimed to determined 
knowledge and practice of breast cancer screening; the results showed (8.3%) were only 
aware of such screening methods (Heidari, et al, 2008). Another study in Malaysia showed 
that (68%) of the participants knew about mammogram (Al-Naggar & Bobryshev, 2012). In a 
study carried out in Houston among Latinas, over (60%) of the women either did not respond 
or did not know about the breast cancer screening test (Maria, et al, 2005). The 
aforementioned literature of studies show that women lack information about early detection 
methods, while women in Palestine, according to this study showed higher levels of 
knowledge, mainly of two methods; CBE and BSE which are recommended tests for women 
between the ages of 20-35 years and should continue to the rest of their lives, and the sample 
of study had a mean age of 32 years. This is a good indicator of the women’s awareness about 
these tests as it is between these years that women should perform these two tests. According 
to Hejazi’s personal interview in 2012, the MOH applies an ongoing protocol that demands 
physicians and nurses to clinically examine female patients who attend any maternal and child 
center (Hejazi, 2012 Personal interview). 
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7.5 BSE Information Aspects 
 
Most of the participants have known that BSE is an early detection method by with a 
percentage (91.8%). While, in two studies conducted in Nigeria, one about breast cancer 
knowledge and screening practices among women in selected rural communities by 
(Olowokere et al, 2012), as (52.8%) of the women heard about BSE. The other study was 
about KAP of breast self-examination in Rivers State by (Bellgam et al, 2012). This indicated 
that only (16.06%) heard about BSE as an early detection method. Thus, Palestinian women 
are more aware of BSE as an early detection method than the Nigerian women in both studies. 
The reason behind the Palestinian women’s knowledge is their educational level, as most of 
the respondents in the study (23% have Tawjihi level, 32.1% above Tawjihi level). In 
addition, the results of the study showed that educational level is associated with the 
knowledge of BSE (.0021). 
However, the information related to this test ranged between low and moderate levels. 
(30.5%) knew the right age to commence performing BSE, which is a poor level of 
information. While (50.7%) gave the correct answer concerning the time of performing the 
BSE which is also considered a poor level. When the women were asked about how they 
performed the BSE, (69.3%) were able to mention at least one of the steps in the technique, 
and this is considered a moderate level. 
 
The other parts of BSE aspects, deal with the practicing issues (44.2%), performing the BSE 
monthly and regularly, (21.6%) performed BSE during the past 12 months regularly, while 
(55.8%) had not practiced it on a regular basis. These findings are consistent with the findings 
of FGDs that indicated that most of the participants know the breast self-technique, but only 
two participants practice this method regularly, these two are in Hebron.  According to the 
results above, this means there was a gap between the practicing and the knowledge levels, 
the women well have known about BSE but at the same time did not performing regularly, 
and this result is not different from the other regarding studies; in one study in Riyad 
indicated that (82%) of women have high knowledge about breast cancer self-examination, 
but only (41%) of them had performed a BSE examination test (Alam, 2006).  
 
In another cross sectional study conducted by (Akpınar, et al., 2011) processed among female 
health professional to investigate the KAP of breast cancer and screening tests, (27.3%) 
perform BSE regularly. Findings indicate that even health care providers do not practice BSE 
as regular as they should; one cross sectional survey among nurses in general hospital in 
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Lagos, only(39 %) conducted the procedure at a monthly interval rate (Odusanya& Tayo, 
2001). In a descriptive cross-sectional study carried out in Jordan, a neighboring country 
similar to the Palestinian one in most  cultural aspects, confirmed this study’s findings,  
showing that BSE practicing was (48%)  from the sample ( Akel, et al., 2006). 
 
Women participated in this study believed in the importance of BSE test as an early detection 
method with a percentage of (93.4%) who said yes it is an important test; this means that 
women have a positive attitude toward the importance of this test and this is consistent with 
what women said in the FGDs. The women said BSE is considered as a vital test for early 
breast cancer symptoms detection .This finding was rather similar to the finding in a study in 
Suburban Area in Terengganu where (73.3%) of respondents agreed that screening is 
important (Rosmawat, 2010).  
 
Barriers observed in this study regarding the BSE practicing were as following; “I do not 
have breast problems” (20.8%), while “carelessness” (16.6%) and “Laziness” (14.6%) 
ranked second and third in the list of barriers. In addition, the religion aspect contributed in 
hindering women from practicing BSE (11.5%). The results of barriers were similar to those 
reported in FGDs, the name of God was a common expression heard in all the FGDs. Women 
in FGDs expressed that breast cancer is destiny and by God, being a common dominant 
expression. In addition, personal barriers such as carelessness, laziness in addition to 
forgetfulness due to having many chores keep the women busy and distracted them from 
practicing BSE.   
 
The literature supports the argument that irregular practice of BSE is related to many barriers, 
as each culture has its own cultural barriers hindering women from complying with regular 
BSE practice. (Pattino , 2007) 
  
A cross-sectional study was conducted by (Rosmawat, 2010) in Malaysia, expressed that the 
barriers of practicing come from the lack of support from friends and family, especially from 
the parents. A breast cancer screening study named "The Relationship of Fear and Fatalism 
with Breast Cancer Screening among a Selected target Population of African American 
Middle Class" indicated that the participants revealed a significant level of fear and fatalism 
in women relating to breast cancer screening. As a whole, these results indicated that women 
who hold fearful and fatalistic beliefs are less likely to seek screening (Talbert, 2008). While, 
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another study conducted by (Chong et. al., 2002), asked public health nurses in Singapore to 
asses knowledge and practices of breast cancer screening; results showed that the most 
common barriers for not practicing BSE were “too busy” , “forgot” and “not necessary. 
 
Linked to the results, the study showed; high knowledge of early detection methods 
(mammogram, BSE and CBE) and lack of compliance to BSE coupled with barriers and that 
women mentioned with the expanded HBM which stipulated health efficacy and perceived 
barriers as the most significant construct of HBM. In terms of prevention of disease, self-
efficiency and barriers are the strongest predictors to explain people’s behaviors to prevent 
disease. Low self-efficiency show avoidance behavior among people and in reverse, high self-
efficiency tends to result in initiating behavior and high efforts to overcome personal 
obstacles like fear, carelessness and fatalism. In this study, women had low efficacy to take 
the action, thus impacting on performing the early detection method BSE acting as a 
drawback thus inducing the barriers. 
 
7.6 Clinical Breast Examination Aspects 
 
According to the aspects that addressed the CBE ,the study found that only (28.5%) examined 
their breast  by a physician or nurse, the same findings came up by the FGDs ,only one 
woman in each of the FGDs of Hebron and Jenin knew that clinical breast examinations are 
called "the examination that have done by physicians”, in addition  the women respondents  
regarding the information about the CBE is evaluated as a poor level of knowledge as an 
example the age of performing this test (32.6%) answered correctly, practicing of this type of 
screening methods was low. The result of the study also indicated (68.3%) of the participants 
replied saying they have never performed it all their life. The most highlighted barriers were 
“I do not have breast problems, and no one advised me to do so” (22%), “My God protects 
me” (14%), “Fear from detecting symptoms” (14%), “Laziness” (14%), and “Financial cost; I 
have other priorities” (15%). These barriers were also expressed in the FGDs; the participants 
identified the barriers as following, fear of finding symptoms, women in all the FGDs 
discussed the fear of finding symptoms as a barrier that stopped them from practicing breast 
examinations. Women talked about avoiding palpitating their breasts or going for CBE or 
mammography because they feared finding a lump.. The participants in Hebron reported that 
all women are scared of breast cancer. One of the limitations in the FGDs is the fear from 
hearing this disease controlled of  FGDs, the women  were very sensitive  and there was more 
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apprehension about the breast cancer topic. In the study the women prioritize children and 
family needs as a barrier from performing CBE; “Financial cost; I have other priorities” 
(15%).  This barrier was salient in the FGDs, the women supported their argument that 
children are more important than them. In addition, the women said that this test is costly, 
expressing their opinions using these quotes .These results were in harmony with what 
women reported worldwide despite diversity in terms of culture and religion. A study among 
Mexican and Dominican women to detect the barriers of breast cancer screening reported that 
carelessness attributed (52.3%) (Garbers et al., 2003). 
 
(Talber, 2008) targeted in a study African American middle class women which aimed for 
investigating the barriers in screening tests, women indicated fearful and fatalistic beliefs are 
less likely to seek screening. (Bury et al., 2007) in a qualitative study to investigate barriers 
hindering women from performing screening tests; the main barriers were fear and anxiety. 
  
Regarding to the sense of importance of CBE as an early detection method in this study, 
Palestinian women answered yes with a percentage of (94.2%). 
 
 7.7 Mammogram Aspects  
 
Mammography is now considered the current 'gold standard' of breast screening that is able to 
identify up to (95%) of cancers diagnosed over the following years (U.S. Preventive Services 
Task Force, 2009). It can decrease breast cancer mortality by 20 to 30% in women over 50 in 
high-income countries when the screening coverage is over 70% (IARC, 2008). The scores in 
general regarding to information about mammogram in this study were assessed as poor 
knowledge, recommended age for mammogram examination”, to which (16.1.2%), how often 
should a mammogram be performed above age40 to which (28.7%) answered correctly, in 
FGDs lack of knowledge about the mammogram technique was evident, as they did not have 
accurate information about the instructions of a mammogram, and they tried to guess the 
answers.  Also, (37.5 %) from all samples have known that mammogram is free of charge for 
women above 40 in MOH/clinics.  Although the MOH pays great attention to breast cancer by 
taking applicable practical actions towards this disease to reduce the number of deaths and 
increase awareness in that regard, it is currently implementing new policies and protocols; the 
first ongoing action provision of mammography screening test for all women above the age of 
40 and above is free of charge. For this reason, MOH allocated 13 mammography devices and 
distributed to all West Bank districts (Hejazi, 2013, Personal interview). However, the result 
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in both sides, quantitative and qualitative, revealed that women lack information regarding 
this type of screening; (18.50%) of women above 40 years old answered “never” to having 
had their breast examined by mammogram. “Barriers hindering women from performing 
mammogram”, to which (25.3%) responded “fear of detecting symptoms”, (13.2%) reported 
that “laziness” was their reasons, (11.7%) said “I am still too young to perform this test, while 
in FGDs women reported that, in some FGDs, the women perceived mammography 
examination as painful and harmful. The women explained that such worries about possible 
harmful effects of x-rays were confirmed by their physicians . 
 
Also in the FGDs, women spoke of other barriers; lack of privacy in health centers, lack of 
respect and confidentiality when they go for a mammogram.زWomen complained from the 
lack of quality of the mammogram devices at MOH clinics. 
 
In evaluating literature almost similar barriers were reported which hinder women from 
complying to the mammogram test. Reasons contributing to this barrier include; lack of 
information as a study conducted by (Luiz et al, 2008) in Brazil and another by (Elsie et al., 
2010) in Uganda. (Sunkany et al., 2008) explored high cost, lack of time, lack of information 
and shyness in addition to worries surrounding the procedure of the mammogram among 
Korean women. (Al-Naggar & Bobryshev, 2012) explored the same barriers in Malaysian 
women. (Shaheen. et, al.2011) in a study of Gazan women indicated that religion and culture 
were not barriers to mammography for over 94% of the participants. While barriers regarding 
mammograms for women in Tahran in a study by (Ahmadian, et.al.2011) showed lack of 
doctors’ advice for the participant group and embarrassment for the non-participant group are 
the most salient barriers. 
 
In sum, the studies above aim to highlight the factors influencing mammography practice. 
Some study results were found to be consistent with the results of this study such as fear, fear 
of x-ray, pain. This is indicated that each society has its own barriers.  
 
7.8 Women’s Attitudes on Being Affected with Breast Cancer 
 
Palestinian women in this study believe that breast cancer is a serious and prevalent disease 
(91.5%, 81.8%) respectively. Thus, according to HBM, the results indicated seriousness 
variable. In this study, the most salient attitudes among the Palestinian women toward being 
affected by breast cancer are as following; feeling scared” (31.9%), “I will consult a physician 
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immediately” (27.3%), suffering from nervous breakdown (11.3%). On the other hand, 
women expressed the same attitudes toward affecting of breast cancer in FGDs, when the 
women were asked about their feeling if they were to have known they had breast cancer. 
They became very anxious and their facial expression changed with complains from hearing 
such a question. The word breast cancer causes them to feel restless, anxious and uneasy; the 
mere stating of the word would result in getting the disease. Whenever anyone mentioned this 
it was left without being questioned and it put a lid on the discussion; “please” one 36 year 
old woman in Jenin said “I cannot be involved in this type of question”, breast cancer is still a 
taboo subject, meaning it would be the end of a woman’s life, the word cancer by itself is a 
source of restlessness and anxiety among women that is overstated by the community. The 
women in the three focus groups used many quotes to describe their reaction should they be 
affected by breast cancer; “I will be in full break down, scared and fear, general fatigue, 
extreme hopelessness". 
 
Moreover, to investigate the women’s attitude toward seeking treatment when they notice a 
lump in their breast cancer symptoms, the participants replied (69.7%) said they would go in 
the same day. This stresses that Palestinian women’s attitudes regarding soon breast cancer 
treatment were described as positive, although they have fear and anxiety, which is a normal 
human reaction, but they eventually seek treatment on the same day. Thus encouraging 
policymakers to enforce this internal confidence to increase women’s attendance for breast 
cancer treatments in early stage. 
 
7.9 The factors affecting participants KAP  
 
The questionnaire in this study comprised of the sioc-ecnomic -demographic variables (age, 
occupation, education, religion, and residency, and income, marital status) to investigate the 
relationship between KAP, breast cancer and screening tests and socio economic variables. 
Blanchard (2004) pointed out that the education factor and socioeconomic statues are major 
factors for women’s delay in the screening and response to treatment in several cancers, 
including breast cancer (Chua, et al., 2005). Also, Champion and Miller stated that psycho-
demographic variables may influence attitudes and indirectly affect behavior (Dündar et, al. 
2006). The results of this study indicated that the demographic variables have significantly 
influenced the KAP of breast cancer and screening tests. The educational level influenced the 
level of knowledge regarding the risk factor and symptoms (.0490),(.0136) respectively , 
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women above tawjihi were more knowledgeable  about risk factors and symptoms  than other, 
while the occupation factor influenced the level of knowledge of symptoms by (.0449), the 
unemployed women were more knowledgeable . Regarding the knowledge of early detection 
methods, education has a significant association; BSE (.0021), CBE (.0384), mammogram 
(.0458). Regarding the knowledge aspects of the BSE, mammogram and CBE, most of the 
demographic variables have a positive significant relationship.  
 
In this study, the results showed that performing early detection methods (BSE, mammogram 
and CBE) were also affected by the demographic variables. BSE is affected by, education, 
and marital status (.0224, 0275) respectively. CBE is affected by and education level, 0384) 
respectively. Mammograms is affected by education and marital status (.0458, .0239) 
respectively. 
 
 (Mahmoodi et al, 2007) indicated in a study that the level of education and occupation are 
factors related with the increase of practicing CBE.  (Madan, et ,al., 2000, in  Ahmadian & 
Abu Samah, 2012) observed that culture, education, income and age assist the under use of 
cancer screening methods among women in the population. In another study by (Ahmadian & 
Abu Samah, 2012) indicated that the level of education impacts undergoing a mammogram. 
 
Abd El Aziz (2009) pointed out that women’s education and level of knowledge were 
significantly associated with the practice of BSE. Matthew, et al. (2011) conducted a study in 
Mexico which found that age, marital status and breast cancer knowledge were significantly 
influencing breast cancer screening tests. 
In this study, the results indicated that there is an association between having a first degree 
relative affected by breast cancer and knowing about the early detection methods. This 
association is considered significant, and explains the fear and anxiety from hearing about a 
close relative being affected by this disease, thus supporting the fact that they realize the 
family history factor as a risk factor contributing to believe that they are susceptible to this 
disease. The HBM variable; susceptibility of the disease, which the HBM denotes that when 
one is at risk of an illness they are subjective to one extreme and that, would be an individual 
who is in full refutation of any risk while the other would be an individual who feels menace 
is certain. The area between contains those who admit the statistical possibility of contracting 
an illness, but do not fully believe they will (Rosenstock, 1966; Lizewski, 2010). The 
behavior of the Palestinian women indicates that they are highly susceptible to be at high risk 
 126 
of being affected by breast cancer when they have a first degree relative affected with breast 
cancer, which concurs with the HBM; feeling the menace to be certain, thus motivating them 
to be learned about early detection methods, this finding appeared in the FGDs; knowledge of 
these methods comes from either their own personal experience or having a first degree 
relative affected with breast cancer. One woman in the FGDs said because one of her close 
relatives has breast cancer, she said “Her experience encourages me to do the breast self-
examination test”. 
 
This study showed that women’s attended MOH/MCH clinic in the four governances attitude 
toward breast screening methods affected by demographic variables (age ,income ,education 
level ,occupation ,marital status). Married women have the positive attitude toward BSE ,CBE 
and mammogram than unmarried one with significant relationships (.0155,.0135,.0124) 
respectively , in other side  women who have finished tawjehi level and above have positive 
attitude  towered  BSE ,CBE and  mammogram than other women with significant value 
(..0116, .0016, .0287) respectively . 
 
These findings are consistent with the expected conceptual model designed for this study, 
which are the demographic variables associated with the independent variables (KAP). 
 
7.10 HBM variables in supporting the findings  
 
One of HBM items is the seriousness variable; example “I am afraid to think about breast 
cancer, if I developed breast cancer, I would not live longer than 5 years”. Perceived 
seriousness is the perception of the consequences of a negative health condition is also 
subjective; the beliefs of an illness causing pain, impairment, social stigma or death are 
examples of seriousness perceived (Rosenstock, 1966). The women in this study have two 
attitudes regarding whether breast cancer is curable and or incurable, in quantitative results 
57.2% said no to the question, “Do you believe it rare for a woman with breast cancer to live 
more within five years”. This result concurs with FGDs findings. Two attitudes appeared in 
the FGD; one attitude expressed by the participants was that breast cancer is a curable disease 
while the other attitude expressed negativity; an incurable disease associated with death. 
 
The women in the FGDs justified the possibility of cure from this disease by believing that it 
is dependent on early detection, mentioning that medical procedures are developing. 
However, the other attitude regarding the possibility of curability perceived breast cancer as a 
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source of suffering for a woman that leads to death. Women supported their perception by 
narrating what they had witnessed their relatives or friends who had suffered this vicious 
disease. There were women who explained that even if a woman is cured for a few years, the 
breast cancer will come back and kill her as one unmarried woman,49 years old  in Jenin said 
“although a person  would be cured from this disease, it will be the main cause of death later, 
I have experience in this, one of my relatives was cured but after some years she died from the 
breast cancer ,she is my brother’s  wife, affected by breast cancer and received full treatment 
but after she was cured the disease came back again”. Thus, this disease according to 
Palestinian women is a negative health condition with consequences that will lead to certain 
death. According to the HBM considers this attitude that women became conscious to the 
severity of the disease (perceived seriousness), the women whom perceive that breast cancer 
is a serious disease will drive them to cues to action, which manifests in the results as (69.7%) 
responded that they would visit a physician on the same day they detect a symptom. 
 
The other variables of the HBM is benefits variables example is “The screening test is 
important or not important to detect lumps”, the women in this study highly believed that the 
three screening test methods (BSE, CBE and mammogram) are important tests to detect 
lumps. This attitude manifested in the results of the FGDs and the quantitative results. 
  
The other variable of the HBM is the barrier of taking action, regardless of a belief being 
settled by a specific course of action may reduce a health threat, but the hesitancy may still 
take place among the clients, this hesitancy occurred when the readiness is low and negative 
aspects of the course of action are viewed as high, barriers are constructed preventing action. 
(Rosenstock, 1966; Lizewski, 2010). In this study, the women were asked the same question 
for each screening test (SBE, CBE, mammogram) “What is hindering you from breast cancer 
screening?” The results indicated that Palestinian women appeared to have barriers which 
hinder them from breast cancer screening, examples include; carelessness, laziness and fear 
from detecting symptoms. 
 
The HBM expanded to include another factor, self – efficiency; this concept underlines on 
personal judgments and the ability or willing to perform the actions toward the task, 
(Lizewski, 2010; Bandura, 1986). Abraham and Sheeran (2005) agree about adding the self –
efficiency in the HBM and reported that it is a useful factor for explaining health behavior, 
and has been attached to the HBM in1970s, when Bandura first introduced this concept of act 
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or task specific self-confidence, the example of self – efficiency” belief in one’s ability to 
perform a given behavior (Bandura, 1977in Victorian Cytology Service. 2010). In this study, 
the self- efficiency was addressed as “Self - Efficacy variables “Do you know how to perform 
breast self- examination”, to which (69.3%) responded by saying they were aware of how to 
perform BSE. This result concurs with the FGDs results; most of the women said they know 
how to perform BSE. 
 See Appendix K that summaries main results of the study related to HBM items.  
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Conclusion. 
  
The study showed that women attended the MOH/MCH clinic in the four governances are  
aware that breast cancer is prevalent disease among women  in Palestine ,with percentage 
of(81.8%),and women participated in the three FGDs  reported that breast cancer is dangerous 
disease threated women life . The women the study have moderate to poor knowledge in the 
risk factors, advanced age, family history and smoking were the highest percentages 
(69.8%65.9,77. 1%) respectively, while family history is the obvious one as risk  factor 
reported in the FGDs. lump in the breast has high percentage in level of symptoms knowledge 
with percentage (96.5%) while other symptoms with moderate level such as breast or nipple 
pain and nipple discharge (71.5%,77.1%) ,the lump in the breast also the main symptoms that 
reported by the women in FGDs. In knowing the screening tests the participants in two 
quantitative and qualitative are aware on a high level that the three screening tests (BSE, CBE 
and mammogram) are early detection methods for detecting breast cancer. However, women 
did not have sufficient information regarding the recommended age to start performing BSE, 
CBE and mammogram. Despite the fact that the women have a positive attitude of the sense 
of the importance of these tests to detect breast cancer at an early stage, and have positive 
attitude in visiting the doctor in the first day when they felt by any sing with percentage 
69.7%.although  they still lack compliance concerning these screening tests , the women 
performed  BSE with percentage (44.2%, examined their breast with doctor or nurse with 
percentage (28.5%) and performed mammogram for women above 40 years with percentage 
47.3% ,participants reported  different barriers that  deterred them from practicing the three 
screening tests, the common barrier among the two screening tests (BSE,CBE) is “ I do not 
have breast problem”, while the main barrier in mammogram is “fears from detecting 
symptoms”, in the FGDs the women reported feel safe from symptoms is one of the barriers 
in practicing the breast cancer screening tests ,demographic variables (age, income, 
occupation, education and marital status) affected the women knowledge, attitude and practice  
. 
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Recommendations 
 
The women attended the MOH/MCH clinics in the four districts   in this study are aware of 
the breast cancer; it is a dangerous disease and prevalent amongst women in Palestine. Their 
knowledge regarding this disease is moderate; compliance to the screening methods can be 
described as inadequate, and the most salient finding is the vital role the demographic 
variables played in impacting the level of knowledge aspects of BC and screening tests and 
the level of compliance regarding the screening tests. This disease is still considered a source 
of anxiety and fear, the women manifested barriers regarding the three screening methods 
(BSE, CBE and mammograms).  
The recommendation will be tackled using three dimensions; awareness methods, policy 
makers’ and recommendations for further researches. 
 
 The women’s awareness methods 
The study findings revealed that fear and anxiety are barriers hindering women from 
complying with screening methods, and breast cancer is still an apprehended topic regarding, 
thus, awareness campaigns should take into consideration the feelings, emotions fatalism, 
culture, beliefs and the disparities among women concerning educational levels. Thus, to 
achieve successful intervention which aims to increase the level of awareness among women 
concerning the topic of breast cancer, the awareness campaign should address the following: 
1- Planning campaigns must first involve women in an open discussion, in order to 
comprehend their beliefs, barriers and their cultural context revolving around this topic. 
Thus, the awareness campaign can build upon the targeted groups’ perceptions and views. 
Later, these findings will be adapted to be more appropriately digested by the targeted 
group. 
2- Language used in any pamphlet must be localized and tailored to be received as best as 
possible. The pamphlets distributed in MOH clinics possess good design and color but the 
information these pamphlets are too scientific and written in formal Arabic. Thus it is 
recommended to use simpler more local terminology acquired from the open discussion, 
and only highlight the main information rather than in details. As the study shows that 
women who have educational degree above tawjihi are more knowledgeable and this 
would give indication about targtinging different educational back grund   upon producing 
educational material . 
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3- Women should be asked about the preferred means of communication when receiving 
awareness information. 
4- From the findings and related previous studies conducted in other countries; it was found 
that the women participated in the study shared the same universal emotional with other 
women and the fear and anxiety is present, thus it is recommended that psychologists and 
religious people assist in the awareness campaigns that target breast cancer to support 
women to reduce the levels of fear and anxiety. 
5- Encouraging woman to woman education by sharing success and survivor stories, as well 
as women who have undergone mammograms and CBE. This would reduce fear and 
anxiety and increase reassurance.  
6- Design an efficiency educational model to improve mammography screening test among 
the Palestinian women, as in a study conducted by (Moodi et al. 2013), which aimed to 
determine the effect breast cancer screening education, they applied HBM components in 
a questionnaire which recruited two groups of women, one was the control and the other 
was the experimental one. The experimental group was exposed to four educational 
sessions; each lecture lasted 90 minutes, and was given a lecturing group and was shown a 
movie dependant on HBM. The results showed that executing an appropriate educational 
program, focusing on the benefits of mammograms as an early detection method increased 
their potential to attend the mammogram screening program. This assures that adapting 
educational intervention model, depending on the cultural aspects and the women’s 
background will enhance screening tests. 
7- At the level of the clinic, awareness and services must be provided by health care 
providers as part of the routine services, taking into consideration the human and the 
sensitive side of this matter. Encouraging and soothing behaviors might increase women’s 
compliance, this recommendation  came up from the in the FGDs when women reported 
that women tore prescription nurse gave them while two women in the FGDs complained 
doctors did CBE quickly without taking to them.  
8- Pre-mammography counseling should be given to increase the level of confidence in 
managing the disease and to reduce fear and anxiety. For the fight against breast cancer to 
be successful, it is necessary to promote behavioral changes in both women and health 
professionals, especially those providing care to the poor, and to improve women’s 
knowledge, attitude and practice regarding mammography screening. 
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9- According to these results, it can be concluded that the risk factors for breast cancer, 
especially those least known, should be emphasized during the education of health 
personnel. 
Recommendations on the policy making level 
1. To underscore the importance of continued work in educating and engaging Palestinian 
women in dialogue about the importance of breast cancer screening and the supporters 
like husbands, mothers in law and others. 
2. MOH, NGOs, UNRWA and private sector health care providers must collaborate and 
coordinate efforts to work as one body in awareness Programs Data must be updated that 
captures cases, incidences, prevalence of breast cancer ; to thus assist researchers and 
decision makers on the national level in order to better tackle breast cancer issues. Most of 
the data related to breast cancer is taken from the annual MOH report, which is not 
sufficient;.  
3. Awareness campaigns for breast cancer must not rely on seasonal campaigns, but must 
rather be independent and solid program, untied to projects. 
4. The policy makers must adopt cohesive physician-patient relationships, which will 
counteract fear, fatalism, and negativism, and to increase the level of comfort among 
individuals who are more apprehensive about seeking health care services 
 
Recommendations for further Research 
This study provided valuable information about the three screening methods (BSE, CBE and 
mammograms), and breast cancer knowledge levels for women. It does not, however, provide 
in-depth information about the cultural issues. A recommendation for future studies is to 
conduct research using qualitative methodology about cultural issues and breast cancer 
screening methods practice and probe and know more about the reasons behind  women not 
screened for breast cancer while they have knowledge on breast self-examination and other 
tests ,. 
This is study is considered as base line, open the eyes about the attitude ,knowledge and 
practice towards breast cancer among Palestinian women ,future studies must dig deep about 
the effect of educational methods ,and the barriers of practicing focusing in cultural and social 
one.  
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Summary  
This descriptive study provides valuable information that could be utilized by both 
researchers and those involved in public health programs. The results indicate that the level of 
the knowledge of breast cancer and the screening tests, as well as provided women’s attitudes 
towards this disease and screening test. Moreover, it provided level of compliance towards the 
screening test. Thus, this research is considered as a basic line study to build on later.  
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Appendix B                                                                                      
 
Al-Quds University  
Faculty of Public Health 
Health Management and Policy  
 
 
Knowledge, Attitude and practices Among Female Patients at MOH Clinics 
in Ramallah, Jenin, Hebron and South Hebron Districts. 
 
Dear: 
 
My name is Kifah Bani Odah, a post graduate student in health management and policy  
program in Al-Qudus University, conducting a study titled “Knowledge, Attitude and 
practices Among Female Patients at MOH Clinics in Ramallah, Jenin, Hebron and South 
Hebron Districts” as a requirement of my master's degree. Therefore, I would like to fill out a 
questionnaire with you on this topic. The information collected from you is only for the 
purpose of research. This information will be coded and will be dealt with as information 
without names. I hope you will cooperate with me and spare 20 minutes of your precious time 
to fill out this questionnaire. You may refuse or accept. However in case you decline, please 
mention the reason behind that as it is important for my research 
□ I agree to participate 
□ I do not agree to participate   Reasons:……………. 
 
 
For more information, please call me on my telephone number 0599782639 
 
 
Thanks for your cooperation and understanding. 
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       ﺠﺎﻤﻌﺔ ﺍﻝﻘﺩﺱ
  ﻜﻠﻴﺔ ﺍﻝﺼﺤﺔ ﺍﻝﻌﺎﻤﺔ 
  ﺎﻤﺞ ﺍﻝﺴﻴﺎﺴﺎﺕ ﻭﺍﻹﺩﺍﺭﺓ ﺍﻝﺼﺤﻴﺔﺒﺭﻨ
  
ﺍﻝﻤﻌﺭﻓﺔ ﻭﺍﻻﺘﺠﺎﻫﺎﺕ ﻭﺍﻝﻤﻤﺎﺭﺴﺎﺕ  ﻝﻨﺴﺎﺀ ﺤﻭل ﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ ﻭﻁﺭﻕ ﺍﻝﻜﺸﻑ ﺍﻝﻤﺒﻜﺭ ﻋﻨﺔﻓﻲ  ﻋﻴﺎﺩﺍﺕ 
 ﺍﻝﺤﻜﻭﻤﺔ ﻓﻲ ﺍﻝﻀﻔﺔ ﺍﻝﻐﺭﺒﻴﺔ
  :ﺃﺨﺘﻲ ﺍﻝﻌﺯﻴﺯﺓ 
ﺃﻨﺎ ﺍﺴﻤﻲ ﻜﻔﺎﺡ ﺒﻨﻰ ﻋﻭﺩﺓ ﻁﺎﻝﺒﺔ ﻓﻲ ﺒﺭﻨﺎﻤﺞ ﺍﻝﺴﻴﺎﺴﺎﺕ ﻭﺍﻹﺩﺍﺭﺓ ﺍﻝﺼﺤﻴﺔ  ﻓﻲ ﺠﺎﻤﻌﺔ ﺍﻝﻘﺩﺱ ﺃﻗﻭﻡ ﺒﻌﻤـل ﺩﺭﺍﺴـﺔ ﺤـﻭل 
 ﺔﺤﻭل ﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ ﻭﻁﺭﻕ ﺍﻝﻜﺸﻑ ﺍﻝﻤﺒﻜﺭ ﻋﻨﺔ ﻜﻤﺘﻁﻠﺏ ﻝﺭﺴـﺎﻝ  ﻓﻲ ﻓﻠﺴﻁﻴﻥ  ﻝﻤﻌﺭﻓﺔ ﻭﺍﻻﺘﺠﺎﻫﺎﺕ ﻭﺍﻝﻤﻤﺎﺭﺴﺎﺕ ﻝﻨﺴﺎﺀﺍ
ﻝﺫﺍ ﺃﻨﺎ ﺍﺭﻏﺏ ﻓﻲ ﺘﻌﺒﺌﺔ ﺍﺴﺘﻤﺎﺭﺓ  ﻤﻌﻙ ﺤﻭل ﻫﺫﺍ ﺍﻝﻤﻭﻀﻭﻉ ،ﺃﻥ ﺍﻝﻤﻌﻠﻭﻤﺎﺕ ﺍﻝﺘﻲ ﻴﺘﻡ ﺍﻝﺤﺼﻭل ﻋﻠﻴﻬﺎ ﻤﻨﻙ ﻫﻲ  ﺍﻝﻤﺎﺠﺴﺘﻴﺭ،
 ﺔﺩﻗﻴﻘ  ـ 02ﻥ ﺃﺴﻤﺎﺀ ،ﺃﺘﻤﻨﻰ ﺍﻝﺘﻌﺎﻭﻥ ﻤﻌﻲ ﻭﺇﻋﻁﺎﺌﻲ ﻤﻥ ﻭﻗﺘﻙ ﻓﻘﻁ ﻝﻐﺎﻴﺔ ﺍﻝﺒﺤﺙ ﻭﻴﺘﻡ ﺘﺭﻤﻴﺯ ﻭﺍﻝﺘﻌﺎﻤل ﻤﻌﻬﺎ ﻜﻤﻌﻠﻭﻤﺎﺕ ﺒﺩﻭ
  .ﻝﻠﺒﺤﺙ ﻷﻫﻤﻴﺘﻪﻝﺘﻌﺒﺌﺔ ﻫﺫﻩ ﺍﻻﺴﺘﻤﺎﺭﺓ ،ﻝﻙ ﺍﻝﺤﻕ ﻓﻲ ﺍﻝﺭﻓﺽ ﺃﻭ ﺍﻝﻘﺒﻭل ﻭﻝﻜﻥ ﻓﻲ ﺤﺎﻝﺔ ﺭﻓﻀﻙ ﺃﺭﺠﻭ ﻤﻨﻙ ﺫﻜﺭ ﺍﻝﺴﺒﺏ 
  
  ﺃﻭﺍﻓﻕ ﻋﻠﻰ ﺍﻻﺸﺘﺭﺍﻙ □
  ----------------------ﻻ ﻭﺍﻓﻕ ﻋﻠﻰ ﺍﻻﺸﺘﺭﺍﻙ                       ﺍﻷﺴﺒﺎﺏ □
  
  9362879950:ﻤﻥ ﺍﻝﻤﻌﻠﻭﻤﺎﺕ ﺃﺭﺠﻭ ﺍﻻﺘﺼﺎل ﻋﻠﻰ ﺭﻗﻡ ﻫﺎﺘﻔﻲ  ﻝﻤﺯﻴﺩ
  
  ﻝﺘﻌﺎﻭﻨﻜﻡﺸﻜﺭﺍ 
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Annex D 
Faculty of Public Health 
In-depth interviews / Knowledge, Attitude and practices Among Female 
Patients at MOH Clinics in Ramallah, Jenin, Hebron and South Hebron 
Districts. 
Focus group interview guide  
Information about the participants in the Study  
The Faculty of Public Health / health management and policy Graduate program, is 
conducting study by one of its students about knowledge, attitude and practices for breast 
cancer and method of early detection among women in the West Bank. 
Dear, you are invited to participate in this study. But before you decide to participate in this 
study, we would like to inform you of the following: 
 
What is the topic of study?  
This research aims to evaluate the knowledge, attitudes and practices of women about breast 
cancer and method of its early detection, and what are the obstacles that women face in 
practicing the methods of early detection of breast cancer. 
 
What should I do if I decide to participate in the Study:  
If you agree to participate in this study, you will be asked to answer questions accurately 
knowing that the time of interview will be from one hour to one and a half, and the interview 
will be recorded with your consent. However, if you do not agree we will record the remarks 
only. 
If you agree to record your  the interview, you may ask to stop recording at any time you 
desire. If you feel after the end of the interview, that you desire to exclude any information 
you feel you should not mention, or if you want to add some information you have omitted, 
you can call the researchers and she will add or delete what you want.  
 
Am I compelled to Participate? 
No, the participation is not compulsory and  it is voluntary. Whether you agree to participate 
or not, your decision will remain a personal not to be discussed with anyone else. 
 
Confidentiality 
All information obtained by us during the interview will be preserved, and no one can go 
through them during interview. All the information will be converted into symbols and your 
name will not be mentioned. In addition, all the personal information that you mentioned 
during the interview will be gathered during the stage of analysis and writing of the results. If 
you have any questions we are ready to answer.  
Thank you for reading these information about the study. We hope that you will participate in 
the study. 
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For any query, please call the main researcher Kifah Bani Odah on telephone Number: 
0599782639 
 
Contract used for the participants in the study: 
 
I have read and understood the information about 
the study 
 
I was able to ask questions and discuss the study 
objectives. 
 
I have understood that I can withdraw from the 
study any time I want / without giving any 
justifications.  
 
I have agreed on recording of my interview.   
I agree on participation in the study  
 
Name (Participant) ………… Signature …………..….Date ……………. 
 
 
Name (Researcher) …………… Signature …………. Date …………. 
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  .ﺍﻝﻤﻌﺭﻓﺔ ﻭﺍﻻﺘﺠﺎﻫﺎﺕ ﻭﺍﻝﻤﻤﺎﺭﺴﺎﺕ ﻝﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ ﻭﻁﺭﻕ ﺍﻝﻜﺸﻑ ﻋﻨﻬﺎ ﺒﻴﻥ ﺍﻝﻨﺴﺎﺀ ﺤﻭل/ ﻤﻘﺎﺒﻼﺕ ﻤﻌﻤﻘﺔ 
  
  :ﻤﻌﻠﻭﻤﺎﺕ ﻝﻠﻤﺸﺎﺭﻜﺎﺕ ﻓﻲ ﺍﻝﺩﺭﺍﺴﺔ
ﺍﻝﻤﻌﺭﻓـﺔ ﻭﺍﻻﺘﺠﺎﻫـﺎﺕ )ﺤـﻭل  ﻁﻠﺒﺘﻬـﺎ  ﺘﺨﺼﺹ ﺇﺩﺍﺭﺓ ﻭﺴﻴﺎﺴﺎﺕ ﺼﺤﻴﺔ ﺒﻌﻤل ﺩﺭﺍﺴﺔ ﻷﺤﺩ /ﺘﻘﻭﻡ ﻜﻠﻴﺔ ﺍﻝﺼﺤﺔ ﺍﻝﻌﺎﻤﺔ 
ﻓﻲ  ﺜﻼﺙ ﻤﺤﺎﻓﻅﺎﺕ ﻓﻲ ﺍﻝﻀﻔﺔ ﺍﻝﻐﺭﺒﻴﺔ ( ﻔﺔ ﺍﻝﻐﺭﺒﻴﺔﻭﺍﻝﻤﻤﺎﺭﺴﺎﺕ ﻝﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ ﻭﻁﺭﻕ ﺍﻝﻜﺸﻑ ﻋﻨﻬﺎ ﺒﻴﻥ ﺍﻝﺴﻨﺎﺀ ﻓﻲ ﺍﻝﻀ
  .
ﻭﻝﻜﻥ ﻗﺒل ﺃﻥ ﺘﺘﺨﺫﻴﻥ ﻗﺭﺍﺭﺍ ﺤﻭل ﻤﺸﺎﺭﻜﺘﻙ ﻓـﻲ ﻫـﺫﻩ ﺍﻝﺩﺭﺍﺴـﺔ ﻨـﻭﺩ  ﻋﺯﻴﺯﺘﻲ ﺁﻨﺕ ﻤﺩﻋﻭﺓ ﻝﻠﻤﺸﺎﺭﻜﺔ ﻓﻲ ﻫﺫﻩ ﺍﻝﺩﺭﺍﺴﺔ،
  :ﺍﻁﻼﻋﻙ ﻋﻠﻰ ﺍﻝﻤﻌﻠﻭﻤﺎﺕ ﺍﻝﺘﺎﻝﻴﺔ 
  
  ﻤﺎ ﻫﻭ ﻤﻭﻀﻭﻉ ﺍﻝﺩﺭﺍﺴﺔ ؟
ﻭﻤـﺎ  ﻪ،ﺤﻭل ﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ ﻭﻭﺴﺎﺌل ﺍﻝﻜﺸﻑ ﺍﻝﻤﺒﻜﺭ ﻋﻨﺘﺠﺎﻫﺎﺕ ﻭﻤﻤﺎﺭﺴﺎﺕ ﺍﻝﻨﺴﺎﺀ ﺍﻴﻬﺩﻑ ﻫﺫﺍ ﺍﻝﺒﺤﺙ ﺇﻝﻰ ﺘﻘﻴﻴﻡ ﻤﻌﺭﻓﺔ ﻭ
  .ﻫﻲ ﺍﻝﻤﻌﻴﻘﺎﺕ ﺍﻝﺘﻲ ﺘﻭﺍﺠﻪ ﺍﻝﻨﺴﺎﺀ ﻓﻲ ﻤﻤﺎﺭﺴﺔ ﻭﺴﺎﺌل ﺍﻝﻜﺸﻑ ﻋﻥ ﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ
  
  . ﻤﺎﺫﺍ ﻴﺠﺏ ﻋﻠﻲ ﺃﻥ ﺍﻋﻤل ﺇﺫﺍ ﻗﺭﺭﺕ ﺍﻝﻤﺸﺎﺭﻜﺔ ﻓﻲ ﺍﻝﺩﺭﺍﺴﺔ
ﺍﻝﻤﻘﺎﺒﻠﺔ ﻤﻥ ﺍﻝﺴـﺎﻋﺔ ﺇﺫﺍ ﻭﺍﻓﻘﺕ ﻋﻠﻰ ﺍﻝﻤﺸﺎﺭﻜﺔ ﻓﻲ ﻫﺫﻩ ﺍﻝﺩﺭﺍﺴﺔ ﺴﻴﻁﻠﺏ ﻤﻨﻙ ﺍﻹﺠﺎﺒﺔ ﻋﻠﻰ ﺍﻷﺴﺌﻠﺔ ﺒﺩﻗﺔ ﻤﻊ ﺍﻝﻌﻠﻡ ﺒﺎﻥ ﻤﺩﺓ 
  .ﻭﺴﻭﻑ ﻴﺘﻡ ﺘﺴﺠﻴل ﺍﻝﻤﻘﺎﺒﻠﺔ ﺒﻌﺩ ﻤﻭﺍﻓﻘﺘﻙ ﻭﺇﺫﺍ ﻝﻡ ﺘﻭﺍﻓﻘﻲ ﻋﻠﻰ ﺍﻝﺘﺴﺠﻴل ﺴﻭﻑ ﻨﻜﺘﻔﻲ ﺒﺄﺨﺫ ﺍﻝﻤﻼﺤﻅﺎﺕ ﺇﻝﻰ ﺴﺎﻋﺔ ﻭﻨﺼﻑ،
ﺇﺫﺍ ﺸﻌﺭﺕ ﺒﻌﺩ ﺍﻨﺘﻬﺎﺀ ﺍﻝﻤﻘﺎﺒﻠﺔ ﺍﻨـﻙ  . ﺇﺫﺍ ﻭﺍﻓﻘﻨﻲ ﻋﻠﻰ ﺘﺴﺠﻴل ﻤﻘﺎﺒﻠﺔ ﺒﺈﻤﻜﺎﻨﻙ ﺃﻥ ﺘﻁﻠﺒﻲ ﺇﻴﻘﺎﻑ ﺍﻝﺘﺴﺠﻴل ﻓﻲ ﺃﻱ ﻭﻗﺕ ﺘﺭﺩﻴﻥ
ﺕ ﺘﺸﻌﺭﻴﻥ ﺍﻨﻙ ﻻ ﺘﺭﺩﻴﻥ ﺫﻜﺭﻫﺎ ﺃﻭ ﺘﺭﺩﻴﻥ ﺇﻀﺎﻓﺔ ﺃﻱ ﻤﻌﻠﻭﻤﺎﺕ ﻝﻡ ﺘﺫﻜﺭﻴﻨﻬﺎ  ﺒﺎﻤﻜﺎﻨﻙ ﺃﻥ ﺘﺘﺼﻠﻲ ﺘﺭﺩﻴﻥ ﺍﺴﺘﺜﻨﺎﺀ ﺃﻱ ﻤﻌﻠﻭﻤﺎ
  .ﺒﺎﻝﺒﺎﺤﺜﻴﻥ ﻭﺴﻭﻑ ﻨﻌﻤل ﻋﻠﻰ ﺇﻀﺎﻓﺔ ﺃﻭ ﺤﺫﻑ ﻤﺎ ﺘﺭﺩﻴﻥ
  
  ﻫل ﺃﻨﺎ ﻤﺠﺒﺭﺓ ﻋﻠﻰ ﺍﻝﻤﺸﺎﺭﻜﺔ
ﺵ ﻤـﻊ ﺴﻴﺒﻘﻰ ﺫﻝﻙ ﻗﺭﺍﺭﺍ ﺸﺨﺼﻴﺎ ﻻ ﻴﻨﺎﻗ,ﺍﻝﻤﺸﺎﺭﻜﺔ ﻏﻴﺭ ﺇﺠﺒﺎﺭﻴﺔ ﺒل ﻫﻲ ﻁﻭﻋﻴﺔ ﻭﺴﻭﺍﺀ ﻭﺍﻓﻘﺕ ﻋﻠﻰ ﺍﻝﻤﺸﺎﺭﻜﺔ ﺃﻡ ﻻ  ،ﻻ
  .ﺃﻱ ﺸﺨﺹ ﺃﺨﺭ
  
  ﺍﻝﺜﻘﺔ ﻭﺍﻝﺴﺭﻴﺔ 
ﻜل ﺍﻝﻤﻌﻠﻭﻤﺎﺕ ﺴﺘﺤﻭل ,ﻭﻻ ﻴﻤﻜﻥ ﻷﺤﺩ ﺍﻻﻁﻼﻉ ﻋﻠﻴﻬﺎ ﺃﺜﻨﺎﺀ ﺍﻝﻤﻘﺎﺒﻠﺔ  ﻋﻠﻴﻬﺎ ﻬﺎﺴﻴﺘﻡ ﺤﻔﻅ ﻜل ﺍﻝﻤﻌﻠﻭﻤﺎﺕ ﺍﻝﺘﻲ ﺴﻨﺤﺼل ﻋﻠﻴ
. ﻝﺭﻤﻭﺯ ﻭﻝﻥ ﻴﺫﻜﺭ ﺍﺴﻤﻙ ﻭﻜل ﺍﻝﻤﻌﻠﻭﻤﺎﺕ ﺍﻝﺸﺨﺼﻴﺔ ﺍﻝﺘﻲ ﺘﺫﻜﺭﻴﻥ ﺨﻼل ﺍﻝﻤﻘﺎﺒﻠﺔ ﺴﻴﺘﻡ ﺠﻤﻌﻬﺎ ﺨﻼل ﺘﺤﻠﻴل ﻭﻜﺘﺎﺒﺔ ﺍﻝﻨﺘـﺎﺌﺞ 
  .ﻋﻨﺩﻙ ﺍﺴﺘﻔﺴﺎﺭ ﻨﺤﻥ ﻋﻠﻰ ﺍﺴﺘﻌﺩﺍﺩ ﻝﻺﺠﺎﺒﺔﻭﺇﺫﺍ ﻜﺎﻥ 
  .ﺸﻜﺭﺍ ﻝﻙ ﻋﻠﻰ ﻗﺭﺍﺀﺓ ﻫﺫﻩ ﺍﻝﻤﻌﻠﻭﻤﺎﺕ ﻋﻥ ﺍﻝﺩﺭﺍﺴﺔ ﻭﻨﺤﻥ ﻨﺘﺎﻤل ﺍﻥ ﺘﺸﺎﺭﻜﻴﻥ ﻓﻲ ﻫﺫﻩ ﺍﻝﺩﺭﺍﺴﺔ
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  9362879950ﻝﻼﺴﺘﻔﺴﺎﺭ ﺍﻝﺭﺠﺎﺀ ﺍﻻﺘﺼﺎل ﺒﺎﻝﺒﺎﺤﺜﺔ ﺍﻝﺭﺌﻴﺴﻴﺔ ﻜﻔﺎﺡ ﺒﻨﻰ ﻋﻭﺩﺓ ﻋﻠﻰ ﻫﺎﺘﻑ ﺭﻗﻡ 
  ﺍﻝﻌﻘﺩ ﺍﻝﻤﺴﺘﺨﺩﻡ ﻝﻠﻤﺸﺎﺭﻜﺎﺕ ﻓﻲ ﺍﻝﺩﺭﺍﺴﺔ
    ﺍﻝﻤﻌﻠﻭﻤﺎﺕ ﺍﻝﺨﺎﺼﺔ ﺒﺎﻝﺩﺭﺍﺴﺔﻝﻘﺩ ﻗﻤﺕ ﺒﻘﺭﺍﺀﺓ ﻭﻓﻬﻡ 
    ﻝﻘﺩ ﻜﻨﺕ ﻗﺎﺩﺭﺓ ﻋﻠﻰ ﻁﺭﺡ ﺍﻻﺴﺌﻠﺔ ﻭﻤﻨﺎﻗﺸﺔ ﺍﻫﺩﺍﻑ ﺍﻝﺩﺭﺍﺴﺔ
ﺒـﺩﻭﻥ  \ﻝﻘﺩ ﻓﻬﻤﺕ ﺍﻨﻨﻲ ﺍﺴﺘﻁﻴﻊ ﺍﻻﻨﺴﺤﺎﺏ ﻤﻥ ﺍﻝﺩﺭﺍﺴﺔ ﻓـﻲ ﺃﻱ ﻭﻗـﺕ ﺍﻱ 
  ﺍﻋﻁﺎﺀ ﺘﺒﺭﻴﺭﺍﺕ
  
    ﺎﺒﻠﺔﻘﻝﻘﺩ ﻭﺍﻓﻘﺕ ﻋﻠﻰ ﺘﺴﺠﻴل ﺍﻝﻤ
    ﺍﻭﺍﻓﻕ ﻋﻠﻰ ﺍﻝﻤﺸﺎﺭﻜﺔ ﻓﻲ ﺍﻝﺩﺭﺍﺴﺔ
  ___________________ﺍﻝﺘﺎﺭﻴﺦ    _____________ﺘﻭﻗﻴﻊ ﺍﻝ     ــــــــــــ (ﺍﻝﻤﺸﺘﺭﻙ)ﺍﻻﺴﻡ 
  __________________ﺍﻝﺘﺎﺭﻴﺦ   _____________ﺍﻝﺘﻭﻗﻴﻊ         _______________(ﺍﻝﺒﺎﺤﺙ)ﺍﻻﺴﻡ 
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Appendix F 
Focus Group Participants: Demographic Information 
 
 
N
o. 
Place of 
Residenc
e  
Ag
e 
Job Social 
Status  
Education 
Level 
Do you 
have 
children? 
Number of 
Children 
1 Hebron 36 House Wife Married Elementary  Yes 8 children male 3, 
female 5 
2 Hebron 42 House Wife Married Elementary  Yes 5 children, 3 females, 
2 males 
3 Hebron 32 House Wife Married Elementary  Yes 2 males, 2 females 
4 Hebron 50 Nursery Teacher  Married  Elementary  Yes One daughter 
5 Hebron 29 House Wife  Married Bachelors Yes 4 daughters 
6 Hebron 40 Social Worker Married Bachelors Yes 2 sons, 4 daughters 
7 Hebron 28  House Wife Married Bachelors Yes 3 sons  
8 Hebron 40 Teacher Married Bachelors Yes 3 sons 
        
1 Jenin 47 House Wife Married Elementary Yes male 3, female 2 
2 Jenin 36 Teacher Married Bachelors Yes 6 daughters 
3 Jenin 50 House Wife Married Elementary Yes 3 males, 3 females 
4 Jenin 49 House  Unmarried Elementary No --- 
5 Jenin 29 House Wife  Married Elementary Yes One male, one 
female 
6 Jenin 29 Social Worker Married Elementary Yes 3 daughters, one son 
7 Jenin 39 House Wife Married Elementary Yes 2 males, 2 females 
8 Jenin 43 House Wife Married  Elementary  Yes 2 males, 3 females 
9 Jenin 35 House Wife Married Elenmtary  Yes 2 males, 3 females 
        
1 Ramallah 40 House Wife Married Elementary  Yes 6 males, 3 females 
2 Ramallah 44 House Wife Married Elementary  Yes 2 males, 2 females 
3 Ramallah 55 House Wife Married Bachelors Yes 6 females, 3 males 
4 Ramallah 50 House Wife Married Elementary Yes 3 males, 2 females 
5 Ramallah 37 House Wife  Married Bachelors Yes 2 males, 2 females 
6 Ramallah 45 House Wife Divorced Elementary Yes 6 females, 3 males 
7 Ramallah 41 House Wife Married Elementary Yes 2 males, 2 females 
8 Ramallah 38  House  Married Elementary 2 males, 3 
females 
Yes 
9 Ramallah 36 House Wife Married Elementary  2females  Yes 
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Appendix G 
Guide questions of FGD 
The following are the questions that were asked to the participants:  
 
Main question Probe question 
How do you think a woman should screen 
breast lumps in order to make sure that 
everything is intact?. 
Please mention the main technique, 
according to your knowledge or experience. 
What is the source of your information 
about this technique? 
 
What are the main risk factors that develop 
breast cancer? 
Could you tell me a story about a woman 
who has developed breast cancer? 
In your opinion, what are the main 
symptoms of breast cancer? 
If you have detected any symptom, how 
would you feel and what would you do? 
Is breast cancer prevalent in your 
community? 
How many cases have you heard about? 
Do you believe that breast cancer is a 
dangerous disease to Palestinian women? 
Do you believe this disease is curable if it is 
detected in an early stage? If not, why? 
Please explain more. 
Breast Self-Examination  
 
How important do you think self-breast 
exams are, as a screening tool for a breast 
lump? 
Why?  Please explain 
 Would you recommend self-breast exams 
to a family member or a friend? Why? 
Do you know how to perform the BSE? At what time is it recommended that you 
practice this test?  
Who of you practices it regularly? 
According to your opinion, what deters 
women from practicing BSE regularly? 
 
Would you feel comfortable performing 
self-breast exam by yourself?  Why?  Please 
explain 
Are you comfortable touching your breasts 
to do the exam? Why or why not? 
 Do you feel comfortable performing a self-
breast exam in your home?  Why or why 
not? 
 159 
 
Clinical Breast  Examination   
How important do you think clinical breast 
exams are as a screening tool for detecting 
breast lump?  Why?  Please explain. 
Do you think that clinical breast exams can 
detect breast lumps? How?  Please explain. 
Do you know at what age is the CBE 
performed? 
Has anyone of you gone to the physician to 
undergo a CBE? 
According to your opinion, why don’t 
women go for CBE? 
Ask about financial, social and personal 
barriers. 
Are you willing to receive a clinical breast 
exam? Why? 
 
Do you think clinical breast exams are 
worthwhile to your health? Why? Please 
explain. 
If you have gone to get a clinical breast 
exam where do you go? Why? 
How was your experience? Would your 
experience be different if you had a male or 
female physician? 
Please explain more about your experience 
and how it would be different if the health 
provider would be male or female? 
Mammography  
Do you know at what age mammography is 
recommended? 
Do you know that mammography is free in 
Palestine? 
How important do you think a 
mammography is, as a screening tool for a 
breast lump? Why?  Please explain. 
Do you think that a mammography can 
detect breast lumps? How and why?  Please 
explain. 
Would you go to receive a mammography?  
Why?  Please explain. 
Ask about main financial, social and 
personal barriers. 
Do you think a mammography is 
worthwhile to your health?  Why?  Please 
explain. 
If you have gone to get a mammography 
exam, where do you go? Why? How was 
your experience? 
. 
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  ﻜﻠﻴﺔ ﺍﻝﺼﺤﺔ ﺍﻝﻌﺎﻤﺔ
ﺍﻝﻨﺴﺎﺀ ﺤﻭل ﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ ﻭﻁﺭﻕ ﺍﻝﻜﺸﻑ ﺍﻝﻤﺒﻜﺭ ﻋﻨﻪ ﻓﻲ ﻋﻴﺎﺩﺍﺕ ﺍﻝﺤﻜﻭﻤﺔ ﻓﻲ ﺍﻝﻀﻔﺔ  ﻤﻌﺭﻓﺔ ﻭﺍﺘﺠﺎﻫﺎﺕ ﻭﻤﻤﺎﺭﺴﺎﺕ
 ﺍﻝﻐﺭﺒﻴﺔ
 /      /     :ﺘﺎﺭﻴﺦ ﺘﻌﺒﺌﺔ ﺍﻻﺴﺘﻤﺎﺭﺓ 
  (ﺍﻻﺠﺘﻤﺎﻋﻴﺔ) ﺍﻝﻤﻌﻠﻭﻤﺎﺕ ﺍﻝﺩﻴﻤﻐﺭﺍﻓﻴﺔ. I
 ﻤﺨﻴﻡ             ﻗﺭﻴﺔ                     ﻤﺩﻴﻨﺔ                        :ﻤﻜﺎﻥ ﺍﻝﺴﻜﻥ. 1
  ___________________________  :ﺍﻝﻌﻤﺭ. 2
  ﺜﺎﻨﻭﻱ           ﺘﻭﺠﻴﻬﻲ              ﺇﻋﺩﺍﺩﻱ   ﺍﺒﺘﺩﺍﺌﻲ        ﺃﻤﻲ                    : ﻋﺩﺩ ﺴﻨﻭﺍﺕ ﺍﻝﺘﻌﻠﻴﻡ. 3
 ﺩﺭﺍﺴﺎﺕ ﻋﻠﻴﺎ          ﺒﻜﺎﻝﻭﺭﻴﻭﺱ       ﻜﻠﻴﺔ ﻤﺘﻭﺴﻁﺔ                                             
  ﻤﺴﻴﺤﻲ        ﻤﺴﻠﻡ                                       :ﺍﻝﺩﻴﺎﻨﺔ. 4
  ﺃﺭﻤﻠﺔ        ﻤﻨﻔﺼﻠﺔ  ﻤﻁﻠﻘﺔ            ﺯﻭﺠﺔ    ﻋﺯﺒﺎﺀ           ﻤﺘ           :ﻝﺯﻭﺍﺠﻴﺔﺍﻝﺤﺎﻝﺔ ﺍ. 5
  :ﺍﻝﻌﻤل. 6
   ﺃﻋﻤل ﺒﺸﻜل ﺠﺯﺌﻲ           (    ﺴﺒﻭﻉﺴﺎﻋﺔ ﻭﺃﻜﺜﺭ  ﻓﻲ ﺍﻻ 53) ﺍﻋﻤل ﺒﻭﻅﻴﻔﺔ ﻜﺎﻤﻠﺔ            
  ﻁﺎﻝﺒﺔ        ﺭﺒﺔ ﺒﻴﺕ                   ﻋﺎﻁﻠﺔ ﻋﻥ ﺍﻝﻌﻤل                               
  ---------------  (ﺒﺎﻝﺸﻴﻜل)ﻤﺎ ﻫﻭ ﻤﺘﻭﺴﻁ ﺩﺨل ﺍﻷﺴﺭﺓ ﻓﻲ ﺍﻝﺸﻬﺭ  .7
  ﺨﻠﻔﻴﺔ ﻋﺎﻤﺔ ﻋﻥ ﺍﻝﻤﺭﺽ  . II
  ؟ﺍﺼﻴﺏ ﺒﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ( ﺍﻡ /ﺒﻨﺕ/ ﻋﻤﻪ/ ﺨﺎﻝﺔ/ﺍﺨﺕ )ﻰ ﺃﺤﺩ ﻤﻥ  ﺍﻝﻌﺎﺌﻠﺔ ﻤﻥ ﺍﻝﺩﺭﺠﺔ ﺍﻻﻭﻝ ﻫل ﻝﺩﻴﻙ. 1  
  ﻻ                                   ﻨﻌﻡ              
  
  ؟ﻫل ﺒﺭﺍﻴﻙ ﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ ﻤﺭﺽ ﻤﻨﺘﺸﺭ ﺒﻴﻥ ﺍﻝﻨﺴﺎﺀ ﺒﻴﻥ ﻓﻲ ﻓﻠﺴﻁﻴﻥ.2
  ﻻ ﺃﻋﺭﻑ                          ﻻ                    ﻨﻌﻡ                             
  
              ﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ ﻴﺸﻜل ﺨﻁﺭﺍ ﻋﻠﻰ ﺍﻝﻨﺴﺎﺀ ﺃﻥﻫل ﺘﻌﻠﻤﻲ . 3
  ﻻ ﺃﻋﺭﻑ                          ﻻ                    ﻨﻌﻡ                             
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  ﺃﺴﺌﻠﺔ ﻝﻬﺎ ﻋﻼﻗﺔ ﺒﺎﻝﻤﻌﺭﻓﺔ ﺤﻭل ﺍﻹﺼﺎﺒﺔ ﺒﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ . III
  "  ﻨﻌﻡ، ﻻ، ﻻ ﺃﻋﺭﻑ"  ﺎﻥ ﺍﻝﻤﻨﺎﺴﺏ ﻓﻲ ﺍﻝﻤﻜ ×ﺍﻝﺭﺠﺎﺀ ﺍﻹﺸﺎﺭﺓ ﺒﻭﻀﻊ ﻋﻼﻤﺔ 
  
  ﺒﻨﺎﺀ ﻋﻠﻰ ﻤﻌﺭﻓﺘﻙ ﻫل ﺘﺅﺜﺭ ﺍﻝﻌﻭﺍﻤل  ﺍﻝﺘﺎﻝﻴﺔ ﻋﻠﻰ ﺍﻹﺼﺎﺒﺔ ﻓﻲ ﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ 1.3
  ﻻ ﺍﻋﺭﻑ  ﻻ  ﻨﻌﻡ  ﺍﻝﺒﻨﺩ  
        (                        ﻤﻊ ﺯﻴﺎﺩﺓ ﻋﻤﺭ ﺍﻝﻤﺭﺃﺓ)ﺍﻝﺘﻘﺩﻡ ﻓﻲ ﺍﻝﻌﻤﺭ    1
        ﺍﻝﺠﺩﺓ/ﺍﻻﺨﺕ/ﺍﺤﺩ ﺃﻓﺭﺍﺩ ﺍﻷﺴﺭﺓ ﻤﻥ ﺠﻬﺔ ﺍﻷﻡ  ﺔﺃﺼﺎﺒ   2
        ﺍﻷﻁﻌﻤﺔ ﺍﻝﺘﻲ ﺘﺤﺘﻭﻱ ﻋﻠﻰ ﻨﺴﺒﺔ ﺩﻫﻭﻥ ﻋﺎﻝﻴﺔ                    3
        ﺍﻝﺘﺩﺨﻴﻥ      4
        ﺘﻨﺎﻭل ﺍﻝﻤﺸﺭﻭﺒﺎﺕ ﺍﻝﺭﻭﺤﻴﺔ                                5
        ﺇﻨﺠﺎﺏ ﺍﻝﻤﺭﺃﺓ ﻷﻭل ﻁﻔل ﻝﻬﺎ ﻓﻲ ﺴﻥ ﻤﺘﺄﺨﺭ                     6
             ﻤﻥ ﻋﻤﺭ ﺍﻝﻔﺘﺎﺓ        (ﺴﻨﺔ21)ﺤﺩﻭﺙ ﺍﻝﺩﻭﺭﺓ ﻓﻲ ﺴﻥ ﻤﺒﻜﺭ    7
             55ﺘﺄﺨﺭ ﺴﻥ ﺍﻷﻤﺎﻥ ﺃﻱ ﺍﻨﻘﻁﺎﻉ ﺍﻝﺩﻭﺭﺓ  ﻤﺎ ﺒﻌﺩ ﺴﻥ   8
        ﺘﻨﺎﻭل ﻤﻭﺍﻨﻊ ﺍﻝﺤﻤل                                           9
        ﻋﺩﻡ  ﻤﻤﺎﺭﺴﺔ ﺍﻝﺭﻀﺎﻋﺔ ﺍﻝﻁﺒﻴﻌﻴﺔ                            01
        ﻋﺩﻡ ﺍﻻﻨﺠﺎﺏ                                               11
        ﺯﻴﺎﺩﺓ ﺍﻝﻭﺯﻥ ﻋﻨﺩ ﺍﻝﺴﻴﺩﺍﺕ                                   21
        ﻗﻠﺔ ﻤﻤﺎﺭﺴﺔ ﺍﻝﻨﺸﺎﻁﺎﺕ ﺍﻝﺭﻴﺎﻀﻴﺔ                               31
        ﺍﺴﺘﺨﺩﺍﻡ ﺍﻝﻬﺭﻤﻭﻨﺎﺕ ﺒﻌﺽ ﺍﻨﻘﻁﺎﻉ ﺍﻝﺩﻭﺭﺓ ﺍﻝﺸﻬﺭﻴﺔ         41
  
  (ﺭﺌﻲ ﺍﻝﺨﻴﺎﺭﺍﺕﺍﻗ)ﺒﻨﺎﺀ ﻋﻠﻰ ﻤﻌﺭﻓﺘﻙ  ﻤﺎ ﻫﻲ ﺃﻋﺭﺍﺽ ﻭﻋﻼﻤﺎﺕ ﺍﻹﺼﺎﺒﺔ ﺒﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ : 3.2
  ﻻ ﺍﻋﺭﻑ  ﻻ  ﻨﻌﻡ  ﺍﻝﺒﻨﺩ
        ﻅﻬﻭﺭ ﻜﺘل ﻓﻲ ﺍﻝﺼﺩﺭ                            1
        ﻭﺠﻭﺩ ﺇﻓﺭﺍﺯﺍﺕ  ﻭﺨﺎﺼﺔ  ﺍﻝﺩﻡ ﻤﻥ ﺍﻝﺜﺩﻱ            2
        ﺍﻹﺤﺴﺎﺱ ﺒﺄﻝﻡ  ﻭﻭﺠﻊ ﻓﻲ ﺤﻠﻤﺔ ﺍﻝﺜﺩﻱ             3
        ﺯﻴﺎﺩﺓ ﺴﻤﻙ ﺍﻝﺤﻠﻤﺔ                               4
        ﺘﺤﺕ ﺍﻝﺠﻠﺩ                   ﺘﺠﻌﺩﺍﺕ ﺃﻭ ﻨﻘﺭﺍﺕ  5
        ﺯﻴﺎﺩﺓ ﺴﻤﻙ ﺠﻠﺩ ﺍﻝﺜﺩﻱ                            6
        ﺘﻬﻴﺞ ﺍﻝﺠﻠﺩ  7
        ﺍﻝﻡ ﻓﻲ ﺍﻝﺤﻠﻤﺔ ﻭﺍﻝﻡ ﻓﻲ ﺍﻝﺜﺩﻱ              8
  ﻴﻤﻜﻥ ﺍﺨﺘﻴﺎﺭ ﺍﻜﺜﺭ ﻤﻥ ﻤﺼﺩﺭ"ﻤﺼﺎﺩﺭ ﻤﻌﺭﻓﺘﻙ ﺒﺎﻝﻤﻌﻠﻭﻤﺎﺕ ﺤﻭل ﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ :  3.3
  ﺭﺍﺩﻴﻭ      ﺍﻻﻨﺘﺭﻨﺕ      ﺼﺤﺎﻓﺔ ﻤﻜﺘﻭﺒﺔ          ﺍﻝﺘﻠﻔﺯﻴﻭﻥ 
  ﺘﺠﺭﺒﺘﻲ ﻤﻊ ﺍﻝﻤﺭﺽ          ﺍﻝﻌﺎﻤﻠﻴﻥ ﻓﻲ ﺍﻝﻘﻁﺎﻉ ﺍﻝﺼﺤﻲ     ﺍﻻﺼﺩﻗﺎﺀ ﻭﺍﻻﻗﺎﺭﺏ 
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  ﺒﻨﺎﺀ ﻋﻠﻰ ﻤﻌﺭﻓﺘﻙ ﻤﺎ ﻫﻲ ﺍﻝﻁﺭﻕ ﻭﺍﻝﻭﺴﺎﺌل ﺍﻝﺘﻲ ﺘﺴﺘﺨﺩﻡ ﻝﻠﻜﺸﻑ ﺍﻝﻤﺒﻜﺭ ﻋﻥ ﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ : 4.3
  ﻻ ﺍﻋﺭﻑ  ﻻ  ﻨﻌﻡ  ﺍﻝﺒﻨﺩ  
        ﺍﻝﻔﺤﺹ  ﺍﻝﺫﺍﺘﻲ  ﻝﻠﺜﺩﻱ                          1
        ﺍﻝﻔﺤﺹ ﺃﻝﺴﺭﻴﺭﻱ ﻋﻨﺩ ﺍﻝﻁﺒﻴﺏ                   2
        ﺍﻝﺼﻭﺭﺓ  ﺍﻹﺸﻌﺎﻋﻴﺔ                             3
        ﺍﺨﺫ ﻋﻴﻨﺔ ﻤﻥ ﺍﻝﺜﺩﻱ ﺒﻭﺍﺴﻁﺔ ﺇﺒﺭﺓ               4
  
    ﺍﻝﻤﻌﻠﻭﻤﺎﺕ ﺤﻭل ﺍﻝﻔﺤﺹ ﺍﻝﺫﺍﺘﻲ ﻝﺜﺩﻱ: VI
  ﺜﺩﻱﻠﻫل ﺘﻌﺭﻓﻲ ﻓﻲ ﺃﻱ ﻋﻤﺭ ﻴﺘﻡ ﺍﻝﺒﺩﺀ ﻓﻲ ﺍﻝﻔﺤﺹ ﺍﻝﺫﺍﺘﻲ ﻝ.  1
  ﻻ ﺍﻋﺭﻑ □                      53 □                      03 □                      02 □    
  ﻫل ﺘﻌﺭﻓﻲ ﻤﺘﻰ ﻴﺘﻡ ﻋﻤل ﻫﺫﺍ ﺍﻝﻔﺤﺹ. 2
  ﻻ ﺍﻋﺭﻑ  □   ﻜل ﺸﻬﺭﻴﻥ    □  ﻜل ﺸﻬﺭ ﺒﻌﺩ ﺭﺍﺒﻊ ﻴﻭﻡ ﻤﻥ ﺍﻨﺘﻬﺎﺀ ﺍﻝﺩﻭﺭﺓ       □    ﻜل  ﺃﺴﺒﻭﻉ      □     
  ﻫل ﺘﻌﺭﻓﻲ ﻜﻴﻑ ﻴﺘﻡ ﻋﻤل ﻫﺫﺍ ﺍﻝﻔﺤﺹ. 3
  (8ﺍﺫﺍ ﻻ ﺍﻨﺘﻘﻠﻲ ﺍﻝﻰ ﺴﺅﺍل ) ﻻ  □(                         4ﺫﺍ ﻨﻌﻡ ﺍﻨﺘﻘﻠﻲ ﺍﻝﻰ ﺴﺅﺍل ﺍ)ﻨﻌﻡ   □    
  ﻫل ﺘﺫﻜﺭﻱ ﻝﻲ ﺍﻝﺨﻁﻭﺍﺕ ﺍﻻﺴﺎﺴﻴﺔ . 4
ﺘﻘﻭﻡ ﺍﻝﺒﺎﺤﺜﺔ ﺒﻤﻘﺎﺭﻨﺔ ﺍﻝﺨﻁﻭﺍﺕ ﺍﻝﻤﺫﻜﻭﺭﺓ ﻭﻴﺘﻡ ﻭﻀﻊ ﺍﺸﺎﺭﺓ ﺤﻭل ﺍﻝﻁﺭﻕ ﺍﻝﺘﻲ ﺘﻌﺭﻓﻬﺎ ﺍﻝﺴﻴﺩﺓ ﺤﻭل ﻋﻤل ﺍﻝﻔﺤﺹ )
  (.             ﺍﻝﺫﺍﺘﻲ
  ﻤﻥ ﺍﻨﺘﻔﺎﺥ  ﺍﻝﺜﺩﻴﻴﻥﻭﻀﻊ ﺍﻝﻴﺩﻴﻥ ﺠﺎﻨﺒﺎ ﻭﻻﺤﻅﻲ ﺍﻝﺘﻐﻴﺭﺍﺕ ﻋﻠﻰ  ﺍﻝﻤﺭﺃﺓﺍﻝﻭﻗﻭﻑ ﺍﻤﺎﻡ  □
  ﺍﻝﺜﺩﻴﻴﻥﻭﻀﻊ  ﺍﻝﻴﺩﻴﻥ ﻋﻠﻰ ﺍﻝﺨﺼﺭ ﻭﺸﺩﻱ ﻋﻀﻼﺕ ﺍﻝﺠﺴﻡ ﻭﻻﺤﻅ ﺘﻐﻴﺭﺍﺕ ﻓﻲ  □
   ﺍﻝﺜﺩﻴﻴﻥﺭﻓﻊ ﺍﻝﻴﺩﻴﻥ ﻓﻭﻕ ﺨﻠﻑ ﺭﺍﺴﻙ ﻭﻻﺤﻅﻲ ﺍﻱ ﺘﻐﻴﺭﺍﺕ ﻓﻲ  □
  ﻫل ﺘﻘﻭﻤﻲ ﺒﻌﻤل ﺍﻝﻔﺤﺹ ﺍﻝﺫﺍﺘﻲ ﻝﺼﺩﺭﻙ  ﺸﻬﺭﻴﺎ ﻭﺒﺸﻜل ﻤﺴﺘﻤﺭ. 5
  ﻻ □              ﻨﻌﻡ   □      
  ﺸﻬﺭ ﺍﻝﻤﺎﻀﻴﺔ 21ﻜﻡ ﻤﺭﺓ ﻋﻤﻠﺕ ﺍﻝﻔﺤﺹ ﺍﻝﺫﺍﺘﻲ ﻝﺼﺩﺭﻙ ﺨﻼل . 6
  ﻤﺭﺘﻴﻥ ﺍﻭ ﺍﻜﺜﺭ ﺨﻼل ﺴﻨﺔ □                    ﻜل ﺸﻬﺭﻴﻥ □                         ﻜل ﺸﻬﺭ ﻤﺭﺓ □  
  ﻏﻴﺭ ﻤﺤﺩﺩ □ ﺨﻤﺱ ﻤﺭﺍﺕ ﺨﻼل ﺨﻤﺱ ﺴﻨﻭﺍﺕ     □   
  ﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ ﺜﺩﻱ  ﻤﻬﻡ ﻝﻠﻜﺸﻑ ﺍﻝﻤﺒﻜﺭ ﻋﻥ ﺴﻠﻴﻙ ﺍﻝﻔﺤﺹ ﺍﻝﺫﺍﺘﻲ ﻝﺃﻫل ﺒﺭ. 7
 ﻻ ﺃﻋﺭﻑ □                         ﻻ □                  ﻨﻌﻡ   □      
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 ﻤﻨﻌﺕ ﺍﻝﺴﻴﺩﺓ ﺍﻫﻡ ﺜﻼﺙ ﻤﻌﻴﻘﺎﺕ ﺍﻭ ﺍﺴﺒﺎﺏ ﻴﺠﺏ ﺍﻻﺸﺎﺭﺓ ﺍﻝﻰ )ﻝﻤﺎﺫﺍ ﻝﻡ ﺘﻘﻭﻤﻲ ﺒﻌﻤل ﻓﺤﺹ ﺍﻝﺫﺍﺘﻲ ﻝﺼﺩﺭﻙ ﺒﺎﻨﺘﻅﺎﻡ . 8
  (ﻤﻥ ﻤﻤﺎﺭﺴﺔ ﺍﻝﻔﺤﺹ ﺒﺸﻜل ﺩﻭﺭﻱ ﻭﻤﻨﺘﻅﻡ
  ﺍﻻﻫﻤﺎل      □
                ﺍﻝﻔﺤﺹ ﻴﺤﺘﺎﺝ ﻝﻭﻗﺕ  □
    ﺍﻝﻜﺴل        □
  ﺍﻨﺎ ﻤﺎ ﺯﻝﺕ ﺼﻐﻴﺭﺓ ﻋﻠﻰ ﻫﺫﺍ ﺍﻝﻔﺤﺹ □
  ﺍﺨﺎﻑ ﻤﻥ ﺍﺠﺩ ﺒﻌﺽ ﺍﻻﻋﺭﺍﺽ       □
  ﻻ ﻴﻭﺠﺩ ﻋﻨﺩﻱ ﻤﺸﻜﻠﺔ ﻓﻲ ﺼﺩﺭﻱ □
  ﻝﻡ ﻴﻘﻡ ﺍﺤﺩ ﺒﻨﺼﺤﻲ  □
  ﺍﷲ ﻴﺤﻤﻴﻨﻲ  □
  ﻤﻥ ﻝﻤﺴﺔ  ﺒﺎﻹﺤﺭﺍﺝﺍﺨﺠل ﻤﻥ ﺭﺅﻴﺔ ﺼﺩﺭﻱ ﺍﺸﻌﺭ  □
 ﻝﻴﺱ ﻝﺩﻴﺔ ﺍﻝﻤﻌﺭﻓﺔ ﺍﻝﻜﺎﻓﻴﺔ ﻝﻌﻤل ﻫﺫﺍ ﺍﻝﻔﺤﺹ   □
    ﻓﺎﺌﺩﺘﻪﻤﺩﻯ  ﻤﻥ ﻜﺩﺓﻤﺘﺄﻏﻴﺭ  □
 
  ﻤﻌﻠﻭﻤﺎﺕ ﺤﻭل ﺍﻝﻔﺤﺹ ﺃﻝﺴﺭﻴﺭﻱ :V
  ﻫل ﻗﻤﺘﻲ ﺒﻔﺤﺹ ﺼﺩﺭﻙ ﻤﻥ ﻗﺒل ﻁﺒﻴﺏ ﺍﻭ ﻤﻤﺭﻀﺔ. 1
  ﻻ □                         ﻨﻌﻡ   □   
  ﻓﻲ ﺍﻱ ﺴﻨﺔ ﻴﺠﺏ ﺍﻝﺒﺩﺀ ﻓﻲ ﻓﺤﺹ ﺍﻝﺜﺩﻱ ﻋﻨﺩ ﺍﻝﻁﺒﻴﺏ ﺍﻭ ﺍﻝﻤﻤﺭﻀﺔ.  2
  ﺭﻑﻻ ﺍﻋ □                     53 □                  03-  02 □     
  ﻫل ﺘﻌﺭﻓﻲ ﻜﻡ ﻤﺭﺓ ﻴﺘﻡ ﻋﻤل ﻓﺤﺹ ﺍﻝﺼﺩﺭ ﻤﻥ ﻗﺒل ﺍﻝﻁﺒﻴﺏ ﺍﻭ ﺍﻝﻤﻤﺭﻀﺔ ﻗﺒل ﺒﻠﻭﻍ ﺴﻥ ﺍﻻﺭﺒﻌﻴﻥ. 3
  ﻻ ﺍﻋﺭﻑ □                           "! ات  3-1ة واة  □
  ﻫل ﺘﻌﺭﻓﻲ ﻜﻡ ﻤﺭﺓ ﻴﺠﺏ ﺍﻥ ﻴﺘﻡ ﻓﺤﺹ ﺍﻝﺼﺩﺭ ﻤﻥ ﻗﺒل ﻁﺒﻴﺏ ﺍﻭ ﻤﻤﺭﻀﺔ  ﺒﻌﺩ ﺒﻠﻭﻍ ﺍﻻﺭﺒﻌﻴﻥ ﻋﺎﻡ.4
  ﻻ ﺍﻋﺭﻑ □ﻤﺭﺓ ﻭﺍﺤﺩﺓ ﻜل ﺜﻼﺙ ﺴﻨﻭﺍﺕ       □ﻤﺭﺓ ﻭﺍﺤﺩﺓ ﻜل ﺴﻨﺘﻴﻥ      □         ﻤﺭﺓ ﻭﺍﺤﺩﺓ ﻜل ﺴﻨﺔ    □   
  ﻜﻡ ﻤﺭﺓ ﻗﻤﺘﻲ ﺒﻔﺤﺹ ﺼﺩﺭﻙ ﻋﻨﺩ ﺍﻝﻁﺒﻴﺏ ﺍﻭ ﺍﻝﻤﻤﺭﻀﺔ ﻁﻴﻠﺔ ﻓﺘﺭﺓ ﺤﻴﺎﺘﻙ. 5
  ﻻ ﺍﻋﺭﻑ  □     ﻭﻻ ﻤﺭﺓ   □    ﺍﻜﺜﺭ ﻤﻥ ﺨﻤﺱ ﻤﺭﺍﺕ    □    ﻤﺭﺍﺕ      5-3 □     ﻤﺭﺍﺕ      3- 1 □     
  
  ﺍﻝﺜﺩﻱ ﻋﻨﺩ ﺍﻝﻁﺒﻴﺏ ﻤﻬﻡ ﻫل ﺒﺭﺍﻴﻙ ﻋﻤل ﻓﺤﺹ. 6
  ﻻ □                         ﻨﻌﻡ   □   
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  ﻫل ﺘﺴﻤﺤﻲ ﺒﻔﺤﺼﻙ ﻤﻥ ﻗﺒل  ﻁﺒﻴﺏ ﺫﻜﺭ                          . 7
  ﻻ □                         ﻨﻌﻡ   □   
 ﻤﻌﻴﻘﺎﺕﺜﻼﺙ ﺍﻫﻡ  ﺃﺸﻴﺭﻱ ﺍﻝﻰ )ﻤﺎﺫﺍ ﻝﻡ ﺘﻘﻭﻤﻲ ﺒﻌﻤل ﺍﻝﻔﺤﺹ ﺍﻝﺴﺭﻴﺭﻱ ﻋﻨﺩ ﺍﻝﻁﺒﻴﺏ ﺃﻭ ﺍﻝﻁﺒﻴﺒﺔ ﺃﻭ ﺍﻝﻤﻤﺭﻀﺔ ﻝ. 8
  (ﺫﻜﺭﺘﻬﺎ ﺍﻝﺴﻴﺩﺓ
  ﺃﻭﻝﻭﻴﺎﺕ ﺃﺨﺭﻯ ﺩﻱﺍﻝﺘﻜﻠﻔﺔ ﺍﻝﻤﺎﺩﻴﺔ ﻝ □
  ﺍﻝﻔﺤﺹ ﻴﺤﺘﺎﺝ ﻝﻭﻗﺕ  □
  ﺍﻝﻜﺴل      □
  ﺍﻨﺎ ﻤﺎ ﺯﻝﺕ ﺼﻐﻴﺭﺓ ﻋﻠﻰ ﻫﺫﺍ ﺍﻝﻔﺤﺹ   □
  ﺃﺨﺎﻑ ﻤﻥ ﺍﺠﺩ ﺒﻌﺽ ﺍﻹﻋﺭﺍﺽ   □
  ﻻ ﻴﻭﺠﺩ ﻋﻨﺩﻱ ﻤﺸﻜﻠﺔ ﻓﻲ ﺼﺩﺭﻱ  ﻝﻡ ﻴﻘﻡ ﺍﺤﺩ ﺒﻨﺼﺤﻲ  □
  ﺍﷲ ﻴﺤﻤﻴﻨﻲ    □
    ﺍﺨﺠل ﺍﻥ ﻴﻘﻭﻡ ﺍﺤﺩ ﺒﻔﺤﺼﻲ ﻭﺨﺎﺼﺔ ﺭﺠل     □
  ﺴﻤﻌﺕ ﺍﻥ ﻫﺫﺍ ﺍﻝﻔﺤﺹ ﻤﺅﻝﻡ     □
  ﻻ ﻴﻭﺠﺩ ﻝﺩﻱ ﻤﻌﻠﻭﻤﺎﺕ ﺤﻭل ﻫﺫﺍ ﺍﻝﻔﺤﺹ    □
  ﻻ ﺍﺭﻴﺩ ﺍﻥ ﻴﻌﺭﻑ ﺍﺤﺩ ﺍﻨﻲ ﻤﺭﻴﻀﺔ □
       ﻓﺎﺌﺩﺘﻪﻤﻥ ﻤﺩﻯ  ﻤﺘﺄﻜﺩﺓﻏﻴﺭ  □
  
  ﻤﻌﻠﻭﻤﺎﺕ ﺤﻭل ﺍﻝﻔﺤﺹ ﺍﻝﻤﺎﻤﻭﺠﺭﺍﻡ: 1V
  ﻴﺒﺩﺍ ﻓﺤﺹ ﺍﻝﻤﺎﻤﻭﻏﺭﺍﻡ.  1
               54ﻓﻭﻕ ﺴﻥ  □ﺴﻥ ﺍﻷﺭﺒﻌﻴﻥ                ﻓﻲ □                 53ﻓﻭﻕ ﺴﻥ □     ﻓﻲ ﺴﻥ ﺍﻝﺜﻼﺜﻴﻥ           □
  ﻻ ﺍﻋﺭﻑ  □
  04-03ﻜﻡ ﻤﺭﺓ ﻴﺠﺏ ﺍﻥ ﻴﻌﻤل ﻓﺤﺹ ﺍﻝﻤﺎﻤﻭﻏﺭﺍﻡ ﻓﻲ ﺴﻥ . 2
  ﻤﺭﺓ ﻭﺍﺤﺩﺓ ﻜل ﺴﻨﺘﻴﻥ □         ﻤﺭﺓ ﻭﺍﺤﺩﺓ ﻜل ﺴﻨﺔ            □ﻤﺭﺓ ﻭﺍﺤﺩﺓ ﻜل ﺜﻼﺙ ﺴﻨﻭﺍﺕ               □
  ﻥ ﺍﻻﺭﺒﻌﻴﻥ   ﻫل ﺘﻌﺭﻓﻲ ﻜﻡ ﻤﺭﺓ ﻴﺘﻡ ﻋﻤل ﺍﻝﻤﺎﻤﻭﻏﺭﺍﻡ  ﻓﻭﻕ ﺴ.3
 ﻤﺭﺓ ﻭﺤﺎﺩﺓ ﻜل ﺴﻨﺔ □ﻤﺭﺓ ﻭﺍﺤﺩﺓ ﻜل ﺜﻼﺙ ﺴﻨﻭﺍﺕ            □ﻤﺭﺓ ﻭﺍﺤﺩﺓ ﻜل ﺴﻨﺘﻴﻥ                       □  
  
  ﻫل ﺘﻌﺭﻓﻲ ﻜﻡ ﻤﺭﺓ ﻴﺘﻡ ﻋﻤل ﻓﻭﻕ ﺴﻥ ﺍﻝﺨﻤﺴﻴﻥ. 4
  ﺕﻤﺭﺓ ﻭﺍﺤﺩﺓ ﻜل ﺜﻼﺙ ﺴﻨﻭﺍ □ﻤﺭﺓ ﻭﺍﺤﺩﺓ ﻜل ﺴﻨﺘﻴﻥ               □ﻤﺭﺓ ﻭﺍﺤﺩﺓ ﻜل ﺴﻨﺔ                      □  
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  ﻝﻤﺎﻤﻭﻏﺭﺍﻡ  ﻤﺠﺎﻨﻲ ﻓﻲ ﻓﻠﺴﻁﻴﻥﺍﻫل ﺘﻌﺭﻓﻲ ﺃﻥ ﺍﻝﻔﺤﺹ  . 5
  ﻻ ﺍﻋﺭﻑ □                                         ﻻ □                                       ﻨﻌﻡ   □  
  ﻫل ﻗﻤﺕ ﺒﻌﻤل ﻓﺤﺹ ﺍﻝﻤﻭﻏﺭﺍﻑ. 6
  (ﺭﺡ ﺍﻝﺴﺅﺍل ﺍﻝﺫﻱ ﻴﻠﻴﻪ ﻤﺒﺎﺸﺭﺓﺍﺫﺍ ﻨﻌﻡ ﻗﻡ ﺒﻁ)   ﻻ □                                       ﻨﻌﻡ   □    
  ﻜﻡ ﻤﺭﺓ ﻋﻤﻠﺕ ﻫﺫﺍ ﺍﻝﻔﺤﺹ ﺨﻼل ﺤﻴﺎﺘﻙ. 7
ﺨﻤﺱ ﻤﺭﺍﺕ             □              ﺍﻜﺜﺭ ﻤﺭﺘﻴﻥ     □                    ﻤﺭﺘﻴﻥ   □                              ﻤﺭﺓ ﻭﺍﺤﺩﺓ □ 
  ﻝﻔﺤﺹ  ﻤﺎ ﺯﻝﺕ ﺼﻐﻴﺭﺓ ﻋﻠﻰ ﻋﻤل ﻫﺫﺍ ﺍ □                   ﻭﻻ ﻤﺭﺓ            □ 
  ﻫل ﺍﻝﻔﺤﺹ ﺍﻝﻤﺎﻭﻏﺭﺍﻡ ﻤﻬﻡ  ﺒﺭﺍﻴﻙ ﻝﻠﻜﺸﻑ ﺍﻻﻭﻝﻲ ﻋﻥ ﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ.  8
                                           ﻻ □                                       ﻨﻌﻡ   □  
ﻝﻤﺎﺫﺍ ﻝﻡ ﺘﻘﻭﻤﻲ ﺒﻌﻤل ﻓﺤﺹ . 9
ﺜﻼﺙ ﺍﻝﻰ  ﺃﺸﻴﺭﻱ. ﻤﺎﻤﻭﻏﺭﺍﻤﻲ ﺍﻝ
  ﺫﻜﺭﺘﻬﺎ ﺍﻝﺴﻴﺩﺓ ﻤﻌﻴﻘﺎﺕ
    ﺃﺨﺭﻯ ﺃﻭﻝﻭﻴﺎﺕﻴﺔ ﻝﺩﻱ  ﺍﻝﻤﺎﺩ ا('&%$#□
  ﺍﻝﻔﺤﺹ ﻴﺤﺘﺎﺝ ﻝﻭﻗﺕ   □
  ﺍﻝﻜﺴل   □
ﺍﻨﺎ ﻤﺎ ﺯﻝﺕ ﺼﻐﻴﺭﺓ ﻋﻠﻰ ﻫﺫﺍ ﺍﻝﻔﺤﺹ    □
  ﺍﺨﺎﻑ ﻤﻥ ﺍﺠﺩ ﺒﻌﺽ ﺍﻻﻋﺭﺍﺽ   □
  ﻻ ﻴﻭﺠﺩ ﻋﻨﺩﻱ ﻤﺸﻜﻠﺔ ﻓﻲ ﺼﺩﺭﻱ  □
  ﻝﻡ ﻴﻘﻡ ﺍﺤﺩ ﺒﻨﺼﺤﻲ  □
    ﻓﺎﺌﺩﺘﻪﻤﻥ ﻤﺩﻯ  ﻤﺘﺄﻜﺩﺓﻏﻴﺭ  □
  ﺍﷲ ﻴﺤﻤﻴﻨﻲ  □
ﺍﺨﺠل ﺍﻥ ﻴﻘﻭﻡ ﺍﺤﺩ ﺒﻔﺤﺼﻲ ﻭﺨﺎﺼﺔ  □
  ﺭﺠل
  ﻫﺫﺍ ﺍﻝﻔﺤﺹ ﻤﺅﻝﻡ  ﺴﻤﻌﺕ ﺍﻥ  □
ﻻ ﻴﻭﺠﺩ ﻝﺩﻱ ﻤﻌﻠﻭﻤﺎﺕ ﺤﻭل ﻫﺫﺍ  □
  ﺍﻝﻔﺤﺹ  
ﺍﺭﻴﺩ ﺍﻥ ﻴﻌﺭﻑ ﺍﺤﺩ ﺍﻨﻲ ﻻ   □
  ﻤﺭﻴﻀﺔ ﻝﻘﺩ ﺠﺭﺒﺕ ﻫﺫﺍ ﺍﻝﻔﺤﺹ
ﻻ ﻴﻭﺠﺩ ﺨﺼﻭﺼﻴﺔ ﻓﻲ ﻏﺭﻓﺔ  □
  ﺍﻝﻔﺤﺹ 
ﺍﺫﺍ  ﺫﻫﺒﺕ ﻝﻌﻤل ﺍﻝﻔﺤﺹ ﻴﺅﺜﺭ ﻫﺫﺍ  □
  .ﻋﻠﻰ ﻤﺴﺘﻘﺒل ﺒﻨﺎﺘﻲ ﻓﻲ ﺍﻝﺯﻭﺍﺝ
ﻴﻤﻜﻥ ﻗﺒﻭل ﺍﻜﺜﺭ ﻤﻥ ) ﻭﻥ ﺸﻌﻭﺭﻙ ﻻ ﺘﻘﺭﺍ ﺍﻝﺨﻴﺎﺭﺍﺕﻻ ﺴﻤﺢ ﺍﷲ ﺍﺫﺍ ﺃﺼﺎﺒﻙ ﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ ﻤﺎﺫﺍ ﺘﺘﻭﻗﻌﻲ ﺁﻥ ﻴﻜ: 11V
  (ﺍﺠﺎﺒﻪ
  ﺍﺸﺎﺭﺓ ﻋﻨﺩ ﺍﻻﺠﺎﺒﻪ ﺍﻝﺒﻨﺩ 
    ﺃﺨﺎﻑ ﻜﺜﻴﺭﺍ                       1
    ﺃﺼﺎﺏ ﺒﺎﻻﻨﻬﻴﺎﺭ ﺍﻝﻌﺼﺒﻲ                 2
    ﻻ ﺍﺴﺘﻁﻴﻊ ﺍﺤﺘﻤﺎل ﺍﻝﺤﺩﺙ           3
    ﺴﺄﻗﻭﻡ ﺒﺎﻹﺴﺭﺍﻉ ﺇﻝﻰ ﺍﻝﻁﺒﻴﺏ ﺤﺎﻻ       4
    ﻝﻤﺴﺎﻋﺩﺘﻲ   ﺴﺄﻗﻭﻡ ﺒﺈﺨﺒﺎﺭ ﻜل ﻤﻥ ﺤﻭﻝﻲ  5
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    ﺍﺴﺘﺨﺩﻡ ﻭﺼﻔﺎﺕ ﻋﻼﺠﻴﺔ ﻤﺤﻠﻴﺔ            6
    ﺴﺄﺫﻫﺏ ﻝﺩﻭﺭ ﺍﻝﻌﺒﺎﺩﺓ  ﻷﺼﻠﻲ ﻭﺃﺩﻋﻭ ﺭﺒﻲ ﻝﻴﺸﻔﻴﻨﻲ     7
    ﺃﻗﻭﻡ ﻴﺎﺴﺘﺼﺎل ﺜﺩﻱ                            8
    ﺴﺄﺴﺘﺴﻠﻡ ﻭﻻ ﺍﻋﻤل ﺸﻲﺀ                 9
    ﺃﺘﻘﺒل ﺍﻝﻤﻭﻀﻭﻉ ﻷﻨﺔ ﻗﻀﺎﺀ ﻭﻗﺩﺭ  ﻤﻥ ﺍﷲ  01
 
  ﻁﺒﻴﺏ، ﻤﺘﻰ ﺘﺫﻫﺒﻴﻥ ﻝﻠﺇﺫﺍ ﺸﻌﺭﺕ ﺒﻭﺠﻭﺩ ﻜﺘﻠﺔ ﻓﻲ ﺜﺩﻴﻙ: 111V
  ﻓﻲ ﻨﻔﺱ ﺍﻝﻴﻭﻡ  □
  ﺨﻼل ﺃﺴﺒﻭﻉ   □
  ﺨﻼل ﺸﻬﺭ       □
  ﻤﻥ ﺸﻬﺭﻴﻥ ﺍﻝﻰ ﺜﻼﺙ ﺸﻬﻭﺭ        □
  ﺍﻜﺜﺭ ﻤﻥ ﺜﻼﺜﺔ  □
  . ﻻ ﺍﻋﻠﻡ  □
  
  ؟ﻨﺴﺎﺀ  ﺍﻝﻜﺒﺎﺭ ﻓﻲ ﺍﻝﺴﻥﻠﻫل ﺘﻌﺘﻘﺩﻱ ﺃﻥ ﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ ﻴﺤﺼل ﻝ: 9ﺱ
                                           ﻻ □                                       ﻨﻌﻡ   □        
  ؟ﻨﺎﺩﺭﺍ ﻝﻤﺭﻴﻀﺔ ﻤﺼﺎﺒﺔ ﻓﻲ ﺴﺭﻁﺎﻥ ﺍﻝﺜﺩﻱ ﺍﻝﻌﻴﺵ ﺍﻜﺜﺭ ﻤﻥ ﺨﻤﺱ ﺴﻨﻭﺍﺕ ﺍﻥﻫل ﺘﻌﺘﻘﺩﻱ : 01ﺱ
                                           ﻻ □                                       ﻨﻌﻡ   □        
  
  
  
  ﺸﻜﺭﺍ ﻝﺘﻌﺎﻭﻨﻜﻡ
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Appendix I 
 
Faculty of Public Health 
Breast Cancer Screening Tests: 
Knowledge, Attitude and practices Among Female Patients at MOH Clinics 
in Ramallah, Jenin, Hebron and South Hebron Districts. 
 
Date of form fill up:          /         /    
 
I . Demographic / Social Information  
1. Residence        City           Village                    Camp 
2. Age ---------------------------------------- 
3. Level of education :      illiterate           Elementary               Preliminary        
                                          Secondary                  Tawjihi                          Middle College  
                                     Bachelors            Post Graduate 
4. Religion :               Muslim            Christian  
5. Marital Status :            Single                         Married               Divorced         
                                         Widow                         Separated  
6. Occupation:            Full time work (35 hours and more in a week)  p  Part time   
                                        Unemployed  House Wife      Student  
 
7. What is the average family income in a month (in Shekals) ----------------- 
 
II. General Background of the Disease 
1. Are any of your relatives (first degree relatives: daughter, sister, aunt, mother) affected by 
breast cancer?   
□ Yes    □ No 
 
2. Is the BC a prevalent disease among women in Palestine?  
□ Yes     □ No                                     □ Don't know 
 
3. Do you know that the BC presents a danger on women’s health?  
□ Yes     □ No                                     □ Don't know 
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III.  Knowledge of the risk factor 
Please indicate by putting X mark what best suits your knowledge about the available options 
for this question with all its parts; "Yes, No, Don't Know" 
  
3.1 Based on your knowledge, do the following factors affect the occurrence of breast 
cancer? 
 Item Yes No I Don't Know 
1 Advanced age (aging)    
2 Inherited  (family history)    
3 High fat diet    
4 Smoking    
5 Alcohol consumption    
6 First birth at late age (30 )years old    
7 Early age at menarche (12 )years old    
8 Late age at menarche (after 55 years old)    
9 Recent oral contraceptive use    
10 Breast feeding    
11 Infertility    
12 Overweight    
13 Lack of physical exercise    
14 Hormone therapy after menopause    
 
3.2  Based on your knowledge, what are the symptoms from breast cancer (Please read 
the options). 
Item Yes No I Don't 
Know 
1 Lump in the breast     
2 Nipple discharge or bloody discharge    
3 Nipple pain    
4 Thickening of the nipple    
5 Skin  dimpling    
6 Thickening of breast skin    
7 Redness, irritation, of nipple or breast skin    
8 Breast or nipple pain    
 
3.3 What are your sources of knowledge about the breast cancer? You may opt more 
than one source? 
□ Television                 □ Printed Press      □ Internet        □ Radio    
□ Friends and relatives      □ Health care provider  □ My experience with the disease 
 
3.4 Based on your knowledge, what are the methods and means used for early detection 
of the breast cancer. 
What are the methods and means used for early detection 
of the breast cancer? 
Yes No I Don't Know 
1 Self-examination of the breast     
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2 Clinical examination by the physician     
3 Mammogram    
4 Biopsy    
 
IV:  Information about the Self-Examination of the Breast  
1. Do you know at what age the breast examination should be done? 
   □ 20   □ 30    □ 35   □ I don't know 
1. Do you know when this examination is performed? 
  
2. Do you know how to perform this examination? 
 □ Yes (If the answer is "yes", then move to the question 4)   
 □ No (If "No", move to question 8 
3. Mention the main steps to performing BSE 
(The researcher will compare the below steps and a check mark will be made on method 
known to the lady about the method of self-examination). 
□ Standing in front of a mirror with hands pressing firmly down on your hips, look at your 
breasts for any changes of size, shape contour 
□ Standing with your arm only slightly raised so you can easily feel in this area, , look at 
your breasts for any changes of size, shape contour 
□ Put your arms behind your head, stress your body muscles, and notice any changes in your 
breast 
4. Do you perform or practice self-breast examination monthly and regularly?  
□ Yes     □ No 
5. How many times have you practiced BSE in the past 12 months? 
    □Monthly                    □ Once per two months                   □ Twice or more per year  
    □ Five times during five years   □ Undefined 
6. Is the BSE important and assists in early detection of breast cancer? 
□ Yes     □ No                                     □ Don't know 
 
7. Why do you not perform breast self-examination regularly. Mark three most 
important barriers or reasons that hinder you from performing self-examination 
regularly 
□ Carelessness 
□ Time consuming  
□ Laziness  
□ I am still young to perform such  examination 
□ Fears of detecting any symptoms 
□ I do not have breast problem 
□ I have not been advised for doing so 
□ My God protects me 
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□ Embracement to see my breast in mirror or touch 
□ I don’t have enough knowledge about this examination 
□ Unsure about its benefit or accuracy                            
 
V: Clinical Breast Examination Test Information 
1. Have you undergone a breast examination by a physician or a nurse  
□    Yes     □ No  
2. Do you know at what age the breast examination should be done by a physician or 
a nurse 
   □ 20-30         □ 35   □ I don't know 
3.  Do you know the number of times the breasts should be examined by a physician 
or nurse before  the age of 40 
     □  once 1-3 years a year                 □ I Don't Know 
      
4. Do you know the number of times the breasts should be examined by a physician or 
nurse after to the age of 40 
    □  Once in a year      □ One in every two years           □ Once in every three years  
    □ I Don't Know 
5. How many times have you examined your breast by a physician or a nurse 
throughout your life. 
    □ 1-3 times          □ 3-5 times           □ More than five times     □ Not even once  
6. Do you believe it important to perform CBE by a nurse or physician? 
□    Yes     □ No  
7. Would you allow a male physician perform CBE for you? 
□    Yes     □ No  
8. Why have you not performed CBE (Do not read the options? Please mention three 
most important barriers or reasons that hinder you from performing self-
examination regularly (Please select three most important obstacles.  
□ Financial costs and I have other priorities.  
□ The examination needs time 
□ Laziness 
□ I am still young to perform such  examination 
□ Fears of detecting any symptoms 
□ I do not have breast problems, I have not been advised for doing so 
□ My God protects me 
□ Embracement Because  the health provider is man 
□ I’ve  heard it is painful examination 
□ I don’t have enough knowledge about this examination 
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□ I don’t want anyone to know about my disease 
□ Unsure about its benefit or accuracy 
 
V1: Information about Mammogram  
1. What is the Recommended age for mammogram examination 
   □ At the age of 30 years  □Above 35 year  □ Above 45 years  
   □ I don't know 
2. How often should a mammogram be done between the ages of 30-40? 
  □ Once per three years         □ One every year     □ Once every two years   
3. How often should a mammogram be performed after the age of 40? 
  □ Once every two years         □Once per three years         □Once per year   
1. How often should a mammogram be performed after the age of 50? 
     □ Once per three years □ One every year □ Once every two years  
2. Do you know that mammogram test is free of charge in MOH clinics in Palestine? 
□ Yes     □ No                                     □ Don't know 
3. Have you had a mammogram performed? 
   □ Yes     □ No (If "yes" then answer the following question) 
4. How many times have you examined your breast by mammogram in your life? 
     □ Once                   □ two times             □more than two times            □ five times   
     □ Never                  □ I am still too young for this examination 
8.  Is the mammogram important in assisting and detecting early breast cancer? 
    □ Yes     □ No 
9. The barriers hindering women from performing mammogram Please select three 
most important answers 
□ I have other priorities and the cost is high 
□ The examination needs time 
□ Laziness 
□ I am still young to perform such  examination 
□ Fears of detecting any symptoms 
□ I do not have breast problem 
□ I have not been advised for doing 
□ Unsure about its benefit or accuracy 
□ God Bless me 
□ Embracement Because  the health provider is man 
□ I’ve  heard it is painful examination 
□ I don’t have enough knowledge about this examination 
□ I don’t want anyone to know about my disease 
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V11: May Allah forbid, if you suffer from breast cancer, what would your feelings be 
towards being affected with breast cancer, Do not read the options (More than one 
answer may be accepted) 
 Item Indicate the Answer 
1. I will be scared  
2. 
 I will suffer from nervous breakdown   
3. I will not tolerate that  
4. I will consult a physician immediately.  
5. I will ask help from my relatives and friends   
6. I will use traditional and local therapeutic remedies    
7. I will go to the mosque or church and pray for god  
8. I  will perform mastectomy   
9. I will not do any thing   
10. I will accept that, because it is  my fate  
 
8. If you feel a lump in your breast, how fast you will go to see physician?? 
□ The same day 
□ Within one week 
□ Within one month 
□ Within two to three months 
□ Within more than three months. 
□ I don’t know 
 
Question 9: Do you believe that breast cancer only occurs for the aging women? 
               □ Yes     □ No  
Question 10: Do you believe it is rare for a woman with breast cancer to live more than 
five years? 
             □ Yes     □ No  
 
Thanks for your cooperation. 
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 Appendix J: The practicing of the threes screening tests (BSE CBE, Mammogram 
according to age  
 
Do you perform or practice self-breast examination monthly and regularly?  
 
LESS 29 29-39 39-49 49-59 59-69 Total  
Yes  43.9% 37.4% 14.0% 4.7%  100% 
No  45.6% 36.0% 12.5% 3.7% 2.2% 100% 
Total  44.9% 36.6% 13.2% 4.1% 1.2% 100% 
 
How many times did you have your  breast examined by a nurse or physician during 
your life ? 
 
LESS 29 29-39 39-49 49-59 59-69 Total  
1-3 times 31.4% 41.9% 18.6% 5.8% 2.3% 100% 
3-5 times  11.1% 55.6%   33.3%   100% 
More than 
five times  
33.3% 33.3% 33.3%     100% 
Never   50.9% 30.8% 12.9% 3.6% 1.8% 100% 
I do not 
know  
20.0% 60.0% 20.0%   100% 
Total  43.9% 34.8% 14.5% 4.8% 1.8% 100% 
 
Have you had mammogram performed? 
 
LESS 29 29-39 40-49 50-59 60-69 Total  
Yes  30.6% 22.2% 30.6% 11.1% 5.6% 100% 
No  45.4% 36.5% 12.6% 4.1% 1.4% 100% 
I do not 
know  
43.8% 35.0% 14.6% 4.9% 1.8% 100% 
 
The number of times you examined your breast by mammogram. 
 
LESS 29 29-39 40-49 50-59 60 -69 Total  
Once  25.9% 22.2% 40.7% 7.4% 3.7% 100% 
Twice 50.0% 16.7%   16.7% 16.7% 100% 
More than two        100.0%   100% 
Five  53.8% 46.2%       100% 
Never  45.4% 36.1% 12.6% 4.6% 1.3% 100% 
Total 43.9% 34.7% 14.4% 5.3% 1.8% 100% 
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Appendix  K: HBM related to the results qualitative and quantitative 
HBM items 
 
Main quantitative  results  Qualitative results  
Perceived  severity; how serious will 
breast cancer be? 
Is the perception of the 
consequences of negative health 
condition is also subjective ;the 
beliefs of an illness causing pain 
,impairment ,social stigma or death 
are example of seriousness perceived 
(Rosentock, 1966) 
81.8% believed that breast 
cancer is prevalence   
disease among women in 
Palestine. 
 
48.8% said yes  to the 
question ”Do you believe it 
rare for women with breast 
cancer to live more than five 
years ? 
 
When asked women about  
feelings and expectations 
towards being affected with 
breast cancer” the main 
three attitude “I will be 
scared 31.9%, I will be 
suffer from a nervous 
breakdown “ 11.3%, I will 
consultant physician 
immediately  27.3%. 
 
And the women felt serious 
towed this disease in the 
question “if you feel a lump 
in your breast ,how fast you 
will go to see physician 
“69.7% said at the same day  
 
The majority of women in FGDs 
expressed that breast cancer is 
incurable disease, women 
supported their perception by 
narrating what they had witnessed 
their relatives or friends who had 
suffered this vicious disease ,the 
disease according to the women in 
FGDs is negative health condition 
with consequences that will lead to 
death  
 
In the FGDs ,the word breast cancer 
caused them to feel restless 
,anxious and describe their feelings 
by “I will in completely break 
down ,extreme hopelessness  
Perceived benefits of taking action 
and rule on a course of action is 
shaped by the options accessible to 
the individual and the belief in their 
effectiveness  ;what I have gain from 
breast cancer screening?. Rosentock, 
1966;Lizewski, 2010) 
The variable of HBM” the 
screening tests is important 
or not to detect breast 
cancer in early phase “ the 
women in the study highly 
believed that the three 
screening tests 
methods(BSE, CBE 
,Mammogram ) with 
percentage (93.4%, 
92.4%,83.6%) respectively . 
This attitude manifested in the 
results of the FGDs, the attitude 
toward BSE is positive deeming  it 
will be vital test for early breast 
cancers symptoms detections as the 
women agreed saying “it give sings 
if you have some things in your 
breast “ 
Perceived barriers ; what is 
hindering me from breast cancer 
screening ? the barriers of taking 
actions, regardless of belief being 
settled by specific course of action 
may reduce health threat , but the 
 
Practicing and performing 
the screening tests are poor 
and they mentioned three 
main barriers that deterred 
them from practicing . 
 
In the FGDs ,women are poor 
practicing the three screening tests , 
they reported  barriers ,such as 
carelessness , fears from detecting 
symptoms ,and the majority believe 
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hesitancy may still take place among 
the clients ,barriers are constructed 
preventing action.  
 
Women in the study asked 
the same question “what is 
hindering you from breast 
cancer screening tests? 
 
The women in the studies 
mentioned three main 
barriers in each screening 
tests ,the common one in the 
two screening tests 
(BSE,CBE)  with high 
percentage is “I do not have 
breast problem”20.8%,22%) 
while in the mammogram 
“fears from detecting 
symptoms “is the top  
barrier with percentage 
,25.3%. 
The barriers reported 
regardless  of their belief 
and attitude of the 
importance of the screening 
tests methods to detect the 
barest cancer.   
in destiny and  God protection .   
Perceived self-efficacy “how I the 
skills /confidence to perform 
screening ? personal judgments and 
the ability or willing to perform the 
actions toward the task . 
The self-efficacy variable 
”do you know how to 
perform breast self-
examination “  
69.3% responded by saying 
yes they knew how to 
perform BSE. 
In the FGDs most of the women 
said they knew how to 
performBSE. 
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Appendix M : the co-founder results  
The association between the practice and the (income, age, occupation and education) 
Variables Entered/Removed (b) 
 
Model Variables Entered Variables Removed Method 
1 Q7income, Q2age, 
Q6work, 
Q3education(a) 
. Enter 
a  All requested variables are entered. 
b Dependent Variable: practice 
 
Model Summary 
 
Model R R Square Adjusted R 
Square 
Std. Error of the 
Estimate 
1 
 
.205(a) .042 .030 6.25024 
a Predictors: (Constant), Q7income, Q2age, Q6work, Q3education 
The table shows the strength of the relationship which amounted to 21%, a statistically 
significant amount of interpretation of any changes to the dependent variable of the so-called 
(R) square, thus the strength of the relationship  achieved is very suitable to explain the 
impact of the factors (income, age, occupation, education)  on the practice. 
ANOVA(b) 
 
Model  Sum of 
Squares 
df Mean 
Square 
F Sig. 
1 Regress
ion 
551.184 4 137.796 3.527 .008(a) 
Residual 12579.073 322 39.065   
Total 13130.257 326    
a  Predictors: (Constant), Q7income, Q2age, Q6work, Q3education 
b  Dependent Variable: practice 
 
 
The table above shows the presence of a statistically significant relationship between all the 
independent variables on the dependent variable which is practice. It is a statistically 
significant as the value of statistical significance of less than 5% (008). The table also shows 
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that the model is  appropriate in measuring and confining for most of the independent 
variables where the value of statistical indications are less than 5%, which demonstrates that 
the independent variables were well explained for the dependent variable and the amount of 
variation is little in this model to explain the errors. 
Coefficients (a) 
 
Model  Unstandardized 
Coefficients 
Standardize
d 
Coefficients 
t Sig. 
B Std. 
Error 
Beta 
1 (Constant) 16.464 2.859  5.759 .000 
Q2age .098 .042 .146 2.345 .020 
Q3education .101 .260 .026 .387 .699 
Q6work .409 .351 .067 1.167 .244 
Q7income -.001 .000 -.117 -2.037 .042 
a Dependent Variable: practice 
The table above shows that each of the variables age and income affect the practice of the 
respondents and has a statistically significance because the statistical probability of T values 
is less than 0.05 and this means rejection of the null hypotheses, which denies the existence of 
the impact of these factors on the practice, and the more influential variable is Age, and not 
the income variable. 
Variables Entered/Removed(b) 
 
Model Variables Entered Variables Removed Method 
1 Q7income, Q2age, 
Q6work, 
Q3education(a) 
. Enter 
a  All requested variables entered. 
b  Dependent Variable: knowledge 
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Model Summary 
 
 
 
 
a Predictors: (Constant), Q7income, Q2age, Q6work, Q3education 
The table shows the strength of the relationship which amounted to 12%, a statistically 
significant amount of interpretation of any changes to the dependent variable of the so-called 
(R) square, thus the strength of the relationship  achieved is very suitable to explain the 
impact of the factors (income, age, occupation, education)  on the knowledge 
 
ANOVA(b) 
 
Model  Sum of 
Squares 
df Mean 
Square 
F Sig. 
1 Regression 460.369 4 116.764 11.600 .002(a) 
Residual 3226.845 322 10.083   
Total 4923.749 326    
a)  Predictors: (Constant), Q7income, Q2age, Q6work, Q3education 
b)  Dependent Variable knowledge  
The table above shows the presence of a statistically significant relationship between all the 
independent variables on the dependent variable which is knowledge. It is a statistically 
significant as the value of statistical significance of less than 5% (002). The table also shows 
that the model is  appropriate in measuring and confining for most of the independent 
variables where the value of statistical indications are less than 5%, which demonstrates that 
the independent variables were well explained for the dependent variable and the amount of 
variation is little in this model to explain the errors. 
 
 
 
 
Model R R Square Adjusted R Square Std. Error of the 
Estimate 
1 .117(a) .014 .001 3.88367 
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Coefficients(a) 
 
Model  Unstandardized 
Coefficients 
Standardize
d 
Coefficients 
t Sig. 
B Std. 
Error 
Beta 
1 (Constant) 8.088 1.776  4.553 .000 
Q2age .097 .042 .146 2.346 .020 
Q3education .414 .218 .111 1.899 .054 
Q6work .087 .032 .103 1.978 .055 
Q7income .000 .000 -.003 -.054 .957 
a)  Dependent Variable: knowledge 
The table above shows that each of the variables age, education and occupation affect the 
knowledge of the respondents and has a statistically significance because the statistical 
probability of T values is less than 0.05 and this means rejection of the null hypotheses, which 
denies the existence of the impact of these factors on the knowledge, and the variables most 
influential are age then education and then occupation. 
The association between attitude and the (income, age, occupation and education) 
Variables Entered/Removed(b) 
 
Model Variables Entered Variables Removed Method 
1 Q7income, Q2age, Q6work, 
Q3education(a) 
. Enter 
a  All requested variables entered. 
b  Dependent Variable: attitude 
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Model Summary 
 
 
 
 
a  Predictors: (Constant), Q7income, Q2age, Q6work, Q3education 
The table shows the strength of the relationship which amounted to 20%, a statistically 
significant amount of interpretation of any changes to the dependent variable of the so-called 
(R) square, thus the strength of the relationship  achieved is very suitable to explain the 
impact of the factors (income, age, occupation, education)  on the attitude. 
ANOVA(b) 
 
Model  Sum of Squares df Mean 
Square 
F Sig. 
1 Regressi
on 
287.586 4 71.897 3.141 .015(a) 
Residual 7370.071 322 22.888   
Total 7657.657 326    
a  Predictors: (Constant), Q7income, Q2age, Q6work, Q3education 
b  Dependent Variable: attitude 
 
The table above shows the presence of a statistically significant relationship between all the 
independent variables on the dependent variable which is attitude. It is a statistically 
significant as the value of statistical significance of less than 5% (015). The table also shows 
that the model is  appropriate in measuring and confining for most of the independent 
variables where the value of statistical indications are less than 5%, which demonstrates that 
the independent variables were well explained for the dependent variable and the amount of 
variation is little in this model to explain the errors. 
Model R R Square Adjusted R 
Square 
Std. Error of the 
Estimate 
1 .194(a) .038 .026 4.78418 
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Coefficients(a) 
 
Model  Unstandardized Coefficients Standardize
d 
Coefficients 
t Sig. 
B Std. 
Error 
Beta 
1 (Constant) 25.784 2.188  11.783 .000 
Q2age -.039 .032 -.077 -1.225 .221 
Q3education -.166 .199 -.056 -.836 .404 
Q6work -.032 .268 -.007 -.118 .906 
Q7income -.001 .000 -.176 -3.055 .002 
a  Dependent Variable: attitude 
The table above shows that the variable income affects the attitude of the respondents and has 
a statistically significance because the statistical probability of T values is less than 0.05 and 
this means rejection of the null hypotheses, which denies the existence of the impact of these 
factors on the attitude, and the income variable is the most influential. 
. 
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Appendix L: The names of the experts   
 
Name  Qualification  
Dr. Rand Jarralla WHO, project director-Palestinian national institute  of public 
health  
Dr.Salwa -Alnjab Director of Juzoor foundation  
Dr. Fouad Sabateen  Senior  of breast cancer 
 
 
 
